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Cosmetic Repair (Surgical) of Lupus Erythematosus Hypertrophicus et 
Profundus. Presented by Dr. SAMuEL M. PEcK. 


E. B., a housewife aged 40, is presented from Mount Sinai Hospital, New 
York, with an eruption which appeared after exposure to sun and which has 
been present since 1925. The patient has been under observation since 1926. She 
has received a great deal of therapy, including treatment with gold and bismuth 
preparations, cobra venom and other remedies, but finally improved with adminis- 
tration of suramin sodium (naphuride sodium®). Subcutaneous infiltrations appeared 
in 1938. With improvement, the infiltrations disappeared, leaving atrophic areas 
resulting in cosmetic defects. 

There are still a few areas of activity on the face and scalp consisting of 
circumscribed patches of atrophy and telangiectasia. The sites of the defects have 
been filled in by means of skin grafts. 

The patient has been kept practically free of lesions by injections of naphuride.® 
The dosage was 100 mg. with increase at each injection until a maximum dosage 
of 300 mg. was given. All injections were intramuscular and given once a week. 
From October 1945 until the present she has received several courses of this 
drug, the first consisting of eleven injections and the second of eight. The third 
course, which comprised seven injections, was begun in June 1946. 

The reason for presenting the case was the great loss of subcutaneous fat at 
the sites of the previous infiltrations, with scarring over the flush areas of the 
cheeks. A repair, consisting of dermal grafts, was performed by Dr. Michael L. 
Lewin. Only the dermal component of the graft was utilized in order to limit 
shrinkage as much as possible. 

DISCUSSION 

Dr. Francis P. McCartuy, Boston: May I ask Dr. Peck whether, on the 
basis of its use in 40 cases, he feels that this drug is safe for use by the medical 
profession? It seems to me that it is a toxic drug, capable of producing a renal 
irritation, as evidenced by casts and albuminuria. Personally, I would prefer to 
use a less dangerous remedy. 

Dr. Mavrice-J. CostELLo: I have used naphuride® in the treatment of lupus 
erythematosus in 6 cases, with spectacularly good results in 3 of them; in half 
of the patients severe toxic reactions developed and the use of the drug had to be 
discontinued. One patient had disturbance of vision, 2 had swelling of the hands 
and feet accompanied with intense pruritus, others had pain and swelling of the 
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joints and in 1 the urine indicated renal irritation. I believe that the drug is to 
be used with great caution. It is effective, but it should be given only in the 
refractory, severe cases. 

Dr. Georce C. ANDREWS: I agree with Dr. Costello. I think Dr. Peck has 
had more experience with germanin in the treatment of lupus erythematosus than any- 
body in this city, and he can do things with it, perhaps, that the average physician 
cannot do. I agree fully with his remarks, except that I think he should be a 
little more careful in explaining how toxic naphuride® is. Severe anemia, hepati- 
tis and nephritis occur from its use. The total dose must be kept under 1 Gm. 
for a long period. I feel, as Dr. Costello does, that it is an extremely toxic drug. 
I no longer use it in cases of pemphigus, although I do use it for lupus erythem- 
atosus of the discoid type in small doses of 100 mg. once a week for six or eight 
weeks. If the patient is carefully watched, such doses are fairly safe. In some 
cases fine results are obtained, and in others it does no good. 


A Case for Diagnosis (Lymphoblastoma? Pemphigus? Dermatitis Herpet- 
iformis?). Presented by Dr. Isapore ROSEN. 


E. A., a woman aged 70, had an eruption of four years’ duration. This began 
as vesicular plaques on the wrists and hands. After roentgen ray treatment the 
eruption disappeared, but it soon recurred on the face, chest and extremities. Since 
then there have been complete remissions and also exacerbations of varying 
degree, the patient having to be hospitalized on several occasions. 

The eruption during the past few years has been generalized and has con- 
sisted of grouped and fused lesions of vesicular character. On the face and extremi- 
ties infiltration has been frequently observed, and at times the lesions have been 
oozing or covered with scales. At other times they have been annular, with 
central vesicular crusting, and have closely resembled pityriasis rosea. In August 
1946, shortly before her hospitalization, almost the entire surface of the skin was 
involved, except for the palms and soles. At that time the patient presented on 
the face, neck and chest diffuse dull erythema, edema and exfoliation. The rest of 
the body showed rounded erythematoys lesions from 2 to 7 cm. in diameter, with 
a scaly collar just inside the erythematous border. In some areas there were 
flattened bullae containing clear fluid. During the patient’s stay in the hospital 

_new bullae appeared from time to time. 

The Wassermann and Kahn reactions of the blood were negative. Frequent 
blood counts showed leukocytosis, with a count which at times reached a figure 
of about 18,000, and a high eosinophil count, on some occasions as much as 27 
per cent. Roentgenograms of the lungs revealed moderate central thickening 
of the lymphomatous type, with clear peripheral lung fields. A roentgenogram 
of the spine showed localized hypertrophic changes of the lower cervical area. 

Patch tests with 30 per cent potassium iodide and potassium bromide ointment 
gave a strongly positive reaction. Chemical studies of the blood, including determina- 
tion of the nonprotein nitrogen, total protein, albumin, globulin, icterus index, cal- 
cium, inorganic phosphate and sugar, showed normal figures. The last examination 

of the erythrocyte sedimentation rate during an exacerbation showed 93 mm. per 
hour. The basal metabolic rate was within normal limits. 

Four biopsies taken at different times were reported to show (1) chronic 
dermatitis; (2) neurodermatitic reaction; (3) psoriasiform dermatitis, and (4) 
pemphigus. The description of the last slide was as follows: “There is an 
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intraepidermal cavity with numerous eosinophils. In the upper cutis the vessels 
are dilated and show swelling of the intima. There is a diffuse infiltration of 
small round cells, wandering connective tissue cells, numerous eosinophils and 
occasional plasma cells.” 

Treatment has consisted of superficial irradiation, injections of arsenic and 
liver extract and blood and plasma transfusions. Sulfapyridine was given, but 
its use had to be discontinued because of nausea and vomiting. The last treatment 
given in the hospital and being continued in the clinic is administration of 

















Fig. 1—Vesicular eruption on neck and chest in a woman with questionable 
dermatitis herpetiformis. 


naphuride® in a dose of 0.25 Gm. intramuscularly twice a week. This seems to 
have benefited the patient. 
DISCUSSION 
Dr. Francis A. Etts, Baltimore: Nausea is not a contraindication to the 
administration of sulfapyridine. We have had severe cases in which we continued 
to use the drug in spite of nausea and vomiting, and even though the dosage was 
decreased, good results were obtained in three or four weeks. 

























842 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. WILBERT SacHs: This patient has had long-standing dermatosis, and 
a superimposed pemphigus developed. I believe that the underlying dermatosis is 
a distinct dermatologic entity that has never before been described. I have now 
seen about 6 such cases, and the microscopic picture is always the same. There 
is a neurodermatitic reaction, with a focal cellular infiltration of plasma cells. 
The process suggests an exudative discoid and lichenoid dermatosis on the one 
hand and a mycosis fungoides on the other. Yet it is neither of these diseases but 
a definite entity falling somewhere between both. Clinically these patients may 
have macules, papules, nodules or patches. This patient also has pemphigus, 
probably due to a toxic reaction. 

Dr. WatteR F. Lever, Boston: The cutaneous lesions are eczematous in 
nature. It is possible that the disease will turn out to be mycosis fungoides. 
Frequently in the prefungoid state of mycosis fungoides it is impossible to find 
in the histologic sections atypical cells which would establish the diagnosis of 
mycosis fungoides. Instead, only banal inflammatory changes are present. In 
regard to a diagnosis of pemphigus, I think that is a disease entity and does not 
develop as a toxic reaction secondary to another dermatosis. I would not dare 
to make a diagnosis of pemphigus on histologic grounds alone, except in some 
cases of pemphigus vegetans. Bullae may occur as an unspecific reaction, both 
in eczematous cutaneous disorders and in mycosis fungoides. 






Dr. WILBERT SACHS: I did not intend to imply that this was a case of mycosis 
fungoides. In fact, I believe that disease will never develop in the patient. This 
is not the proper time to discuss the differentiation between dermatitis herpeti- 
formis and pemphigus. I am not convinced that we know what pemphigus is; 
to me, the lesions of that disease are toxic bullous manifestations. There are 














certain characteristics on which a diagnosis of pemphigus can be made micro- 





scopically. 





Dr. GERALD F. MacHacek: We have had similar problems at the Presby- 
terian Hospital in which the diagnosis was uncertain. The lesions were pemphigoid 
or were thought to be those of Duhring’s disease, and treatment with sulfapyridine 
was tried and found wanting. One such case was presented before the New 
York Academy of Medicine last Tuesday. Dr. Vero found that the lesions in 
that case and in another disappeared with large doses of vitamin A. Perhaps 
Dr. Rosen has already tried that form of therapy. 











Dr. ISADORE RosEN: This patient has been under observation for more than 
four years. The only subjective symptom has been intense itching, and her 
general physical condition has never been impaired. I am of the opinion that this 
bullous eruption is probably due to the effects of treatment over many months. 











Poikiloderma Vasculare Atrophicans with the Histologic Picture of 
Mycosis Fungoides. Presented by Dr. Davin BLoom. 








Dermatitis Factitia. Dystrophy of the Nails and Keloids of the Palms 
and Soles. Presented by Dr. Georce C. ANDREWS. 






H. C. F., a widow aged 66 from the Roosevelt Hospital, has arteriosclerotic 
heart disease, diverticulosis of the colon and hypertrophic arthritis. Her psychi- 
atric status has not yet been determined. 
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In 1935 the patient was told that she had a fungus infection of the finger nails, 
which she felt was the reason for her various functional and organic disturbances. 
Since that time she has scraped her palms, soles and finger nails daily in order to 
“rid her system of disease.” 

There is almost complete absence of the finger nails and toe nails. On the 
palms and soles are deep, red, linear, thickened areas. On the hands, these extend 
over the palmar surfaces of the fingers. 

The Kline and Mazzini reactions of the blood are negative. The urine is 
normal, and a complete blood count shows a moderate hypochromic anemia. The 
basal metabolic rate is —4 per cent. 


Moniliasis. Presented by Dr. GeorGE C. ANDREWS. 

R. V., a girl aged 9, is presented from the Vanderbilt Clinic. She was 
normal and healthy at birth and was well until the age of 2, when “double pneu- 
monia” developed. After this she remained underweight and had recurrent 
furunculosis which continued until the onset of the present illness. In August 
1943, when the patient was first seen, there was an eruption involving the scalp, 
mouth, nails and skin which had appeared ten months previously. The patient 
had been hospitalized elsewhere, without improvement. 

On admission in 1943 the child appeared malnourished. Purulent, crusted 
lesions were present on the scalp. The mucous membranes were covered with a 
grayish exudate; the nails were thickened, and many poorly limited, scaling, 
erythematous lesions were present on the shoulders. 

Extensive studies have been carried out in the three and one-half year period; 
only the pertinent findings are presented: Repeated cultures of material from the 
scalp, skin, nails, mouth, sputum and feces were positive for Candida albicans. 
Roentgenograms of the gastrointestinal tract in 1945 showed disturbed function 
of the ileum. In 1946, agglutination of the blood serum for C. albicans was posi- 
tive in a dilution of 1: 128. 

Examination of tissue from the back revealed intraepidermal pustules, with 
a leukocytic infiltrate in the pars papillaris of the corium. 

Locally, various preparations, including sulfur, sodium perborate, sodium pro- 
pionate and gentian violet, have been used. Crude liver extract, multiple 
vitamin preparations, Candida vaccine and antiserum were used systemically. In 
1945, during a nine week period of hospitalization, a protoanemonin antibiotic 
was administered locally and orally. Since July 1946 treatment has included 
iodine solution locally and strong solution of iodine with folic acid by mouth. 
Recently there has been slight improvement in the cutaneous lesions, although 
the scalp, mucous membranes and nails are unchanged. 


DISCUSSION 
Dr. Georce C. ANDREWS: I have always believed in the use of iodine for 
moniliasis, and this case is presented to show the effect of that drug. The 
patient has been helped a good deal. She has also been getting folic acid by 
mouth during the past few weeks. In the British Journal of Dermatology there 
have been reported cases of tropical sprue cured with folic acid. 


Dr. Maurice SuLLivaN, Baltimore: I should like to suggest to Dr. Andrews, 
in case the eruption does not respond to iodine, the use of sodium caprylate, which 
has been reported to cure moniliasis when other fungicides fail. 
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Dr. J. GARDNER Hopkins: I would question Dr. Peck’s comments regarding 
Candida albicans on normal skin, because some years ago Dr. Rhoda Benham 
made careful surveys of normal skin and found other species of Candida but 
could not find C. albicans. I think if the differentiation is properly made, one 
may say that M. albicans is rare or nonexistent on normal skin. It is found in 
the normal intestine. I should like to testify to the improvement of this patient 
under Dr. Andrews’ treatment. We had her under our care for some time, 
using sodium caprylate among other things, and she was much worse than she 
is today. 

Dr. Duptey C. Smiru, Charlottesville, Va.: In Washington a symposium 
on antibiotics was held recently. There were reports on two substances with 
fungicidal properties both on local application and on internal injection. One 
was obtained from Bacillus subtilis, although it is not the same as subtilin, and 
is called “eumycin.” The other was developed in the Department of Agriculture 
last year in an attempt to find something to counteract “tomato wilt.” They 
obtained an extract from tomato leaves which is called “tomatin.” Both agents, 
so the reports stated, have a good therapeutic effect in vitro in various types of 
fungus infections—monilia, trichophyton and yeast. 

Dr. C. Guy Lane, Boston: It seems to me that the disease moniliasis is 
increasing. We seem to have had more patients in our clinic recently, and I 
am just as much impressed with the obstinacy of the disease as I was years ago. 
I do not believe we have made much headway in therapy. We have had 3 or 
4 cases lately in which there was opportunity to make fairly careful studies, and 
we have run the gamut of therapy. We have been interested in trying the 
method developed at Duke University, where a person with pulmonary moniliasis 
recovered after serum therapy (J. A. M. A. 130:205 [Jan. 26] 1946). I wonder 
if anything further has been done, perhaps in the way of increasing the titer of 
rabbit serum by gradually increasing doses. A great deal more intensive study 
is needed in these cases because they are potentially serious. Lesions involving 
the mouth and larynx are obstinate and become generalized, with a fatal ending. 

Dr. Jasper L. Cattaway, Durham, N. C.: We also have our troubles 
treating moniliasis of the skin at Duke Hospital. The patient whom Dr. Lane 
mentioned had pulmonary moniliasis and was treated with a stepped-up course 
of antiserum and eventually recovered. We have not been able to cure any 
patients with generalized moniliasis of the skin, regardless of the type of treatment. 


Sarcoidosis (Leprosy?). Presented by Dr. Maurice J. CosTELto. 


A Case for Diagnosis (Periarteritis Nodosa? Eosinophilic Granuloma?). 
Presented by Dr. Frank C. ComBEs. 


This case was previously presented before the Section of Dermatology and 
Syphilology of the New York Academy of Medicine on Jan. 7, 1947. 


Actinomycosis. Presented by Dr. FRANK C. ComBEs. 


M. A., a girl aged 17, is presented from Bellevue Hospital with a lesion of 
the left side of the mandible. She was previously presented by Dr. Maurice J. 
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Costello at the New York Dermatological Society in January 1947 and by 
Dr. Emanuel Muskatblit at the Section of Dermatology and Syphilology of the 
New York Academy of Medicine on Feb. 4, 1947. 


DISCUSSION 


Dr. GeorcE M. Lewis: At a recent meeting in Cleveland, Lamb, of Oklahoma 
City, discussed the therapy of actinomycosis and stated that it should include (1) 























Fig. 3.—Photomicrograph of area of periarteritis nodosa. 


penicillin in large doses, which this patient has received; (2) one of the sulfo- 
namide drugs, and (3) roentgen irradiation. He favored this combination of 
remedies as superior to any one alone or to any other type of treatment now 
available. 
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Dermatitis Factitia. Actinomycosis? Presented by Dr. THomas N. GRAHAM. 


Pachyonychia Congenita (Keratosis Palmaris et Plantaris. Dystrophia 

Unguium and Leukoplakia Oris). Presented by Dr. Frep WIsE. 

S. H., a woman aged 40, and L. H., her son aged 16, were previously pre- 
sented before the Manhattan Dermatologic Society on January 14 by Dr. 
Fred Wise. 

Both patients show hard, thick, painful, hyperkeratotic, lemon-colored growths 
on the soles, heels and toes. The toe nails and finger nails are elongated, curved, 
discolored and dyskeratotic. There are leukoplakic patches on the buccal mucosa 


Fig. 4—Dermatitis factitia in a woman of 38. 


and also on the tongue in the mother, who in addition presents dry, scaly, diffuse, 
seborrheic patches on the scalp. Her basal metabolic rate was — 20 per cent in 
February, and the son’s was — 14 per cent. 


DISCUSSION 

Dr. Frep Wise: This is the second case of the kind to be described in this 
country. Cole and his collaborators described a case fully in the ARCHIVES, 
and this case is almost an exact replica of theirs. The problem is one of therapy. 
Both patients are practically crippled. One lesion on the mother’s knee was 
excised and a full thickness graft applied, and the growth recurred promptly in 
the area of the graft. Dr. Peck suggested administration of large doses of 
vitamin A, and this is being given, but too little time has passed to expect results. 
I am pessimistic about any treatment whatever, except possibly an orthopedic 
procedure to permit the patient to walk with some degree of comfort. 




















. 5.—Hyperkeratotic growths of 




















Fig. 6.—Dyskeratotic toe nails and finger nails in same boy as in figure 5. 
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Incontinentia Pigmenti. Presented by Dr. J. GARDNER HOPKINS. 


J. A. M., a girl aged 5%4 months from the Vanderbilt Clinic, was previously 
presented by Dr. Helen O. Curth before the Section of Dermatology and 
Syphilology of the New York Academy of Medicine on. March 4, 1947. 

Most noticeable on the inner aspect of the thighs but visible also on the sides 
of the trunk are wavy parallel bands of hyperpigmentation in typical zebra pattern. 
The skin is otherwise normal. 

DISCUSSION 


Dr. FRED WEIDMAN, Philadelphia: A number of years ago I performed 
an autopsy on an infant with peculiar transverse bands of pigment across the 
abdomen, but in paraffin sections I could not find the pigment which was to be 
expected. Perhaps Dr. Hopkins has had the same experience, because in his 
sections the pigment was inconspicuous. However, in frozen sections, it was 
conspicuous indeed. It is true that melanin pigment is not supposed to be dis- 
solved in our histologic embedding agents, but perhaps in Dr. Hopkin’s case, 
too, frozen sections would show the pigment more plainly than do the histologic 
sections. I reported my case under the name of “Transverse Hyperpigmented 
Lines of the Thorax and Abdomen of a Negro Infant” in the ArcHIvEs (37:517- 
523 [Aug.] 1919). 

Dr. J. GARDNER Hopkins: Was the pigment in the epidermis or in the 
chromatophores ? 

Dr. Frep WempMAN, Philadelphia: In the epidermis. 

Dr. Geratp F. MacHacek: This type of disorder has also been reported 
as familial chromatophore nevus by Naegeli and as melanodermatosis congenita 
by Siemans. 

Dr. J. GARDNER Hopkins: I do not believe that this case is parallel to 
Dr. Weidman’s. It corresponds to the cases described by Naegeli and by Bloch 
and Sulzberger in which pigment was in the chromatophores under the skin and 
not in the epidermis. 


A Case for Diagnosis (Behcet’s Syndrome? Pemphigus? Leukemia 
Cutis?). Presented by Dr. EucENe F. TRAvs. 


A Case for Diagnosis (Lichen Planus and/or Lupus Erythematosus of 
Lips and Tongue. Oriental Sore of Forearm). Presented by Dr. Maurice 
J. CostTELto. 


G. R., presented from Bellevue Hospital, was born in the United States and 
was taken to Greece when he was 14 years old, where he remained until about 
four months ago. He was a guerilla fighter during the past two years in Greece. 
He does not smoke. 

About 15 months ago an erythematous patch appeared on the patient’s right 
forearm, persisting until about three months ago, when it developed into an ulcer. 
After biopsy was performed at this site the ulcer healed spontaneously. A hyper- 
pigmented scar can be seen. ; 

About four months ago a small superficial red area appeared on the left side 
of the dorsum of the tongue. It increased in size to that of a 25 cent piece, became 
superficially eroded with a grayish pellicle-like border, and caused some pain when 
the patient was eating and drinking. 

During the past three weeks reticulated whitish streaks on the lower lip sug- 
gestive of lichen planus have developed. A small superficial erosion has recently 
developed on the center of the tongue, medial to the one just described. There 
has been no regional adenopathy. 
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Dark field examinations of the lesions on the tongue and arm gave negative 
results, as did the Mazzini reaction of the blood. A complete blood count, exami- 
nation of the urine and roentgenograms of the lungs revealed no abnormalities. 

Biopsy of the lesion on the arm, done at Bellevue Hospital, showed a non- 
specific granuloma with epithelioid cells, plasma cells and lymphocytes. 

Material from the lesion on the left side of the dorsum of the tongue was 
examined by Dr. Fred D. Weidman, who reported the lesion to be syphilis or 
oriental sore. He found the epidermis to be enormously acanthotic and para- 
keratotic. Although its squamous cells were greatly swollen, there was no evidence 
of neoplastic activity, even at the basement membrane. There the basal cells had 
undergone metaplasia into squamous forms. There, too, many of the inflammatory 
infiltrative cells of the corium were infiltrating the epidermis. A rather heavy 
infiltration of inflammatory round cells lay immediately below the epidermis. It 
crowded the papillae but did not extend farther than the subpapillary plexus of 
vessels. The cells were distributed diffusely, and although lymphocytes were 
dominant, there was a large intermixture of elongated nuclei which were inter- 
preted as epithelioids. However, none of them was congregated into individual 
foci in such a way as to constitute miliary granulomas. There were numerous 
other elongated nuclei which were clearly those of histiocytes, but they were 
readily distinguishable from the plumper epithelioid ones. 

The significant features in the diagnosis resided in the epithelioid cells. Such 
cells do appear in the lesions of oriental sore, but in the absence of the specific 
organisms the epithelioids could reasonably be those of syphilis or tuberculosis; 
the diffuse distribution would point more toward syphilis. The protozoa were 
not recognizable in these sections. 


DISCUSSION 


Dr. Fred WEIDMAN, Philadelphia: The solitary item of significance in the 
histologic picture is the presence of epithelioid cells, which are not gathered into foci 
to indicate definite miliary granulomas of either syphilis or tuberculosis. In other 
words, it is a diffuse reaction such as occurs in pneumonia alba. In such a situa- 
tion it is necessary to resort to methods for the identification of the parasite itself. 
I might say that the only time recently that I have seen the Leishman-Donovan 
body in sections was at Dr. Lloyd W. Ketron’s laboratory, but that is unusual. 
A much more preferable method of demonstrating the parasites is by means of smears, 
so I should say that if the pursuit of the Leishman-Donovan body is to be con- 
- tinued, that is the method of choice. After seeing the patient today, I do not think 
the lesion could be that of leishmaniasis, as the infiltration of the tongue is not 
particularly heavy. It is rather superficial for that disease, and leishmaniasis is 
usually more suppurative; as I recall it, there is no evidence of pus in the sections. 
After seeing the patient again, I do not think it is likely to be syphilis, which I 
intimated in the histologic reports. I was swayed by the fact that the infiltration 
is diffuse. 


Dr. CLARENCE S. Livincoop, Philadelphia: Several years ago I had an oppor- 
tunity to observe a rather large number of patients with cutaneous leishmaniasis, 
and this case certainly does not correspond with any of those which I have seen. 
I gathered that the type of ulcer which the patient had was not characteristic of 
that disease. According to the information which I obtained from him, his stay 
abroad was entirely confined to Greece, and as far as I know leishmaniasis does 
not occur in that country. 


Dr. BerNnArpD AppeL, Lynn, Mass.: The lesions on the lips and in the mouth 
are, in my opinion, consistent with lupus erythematosus. It is not unusual, in my 
experience, to find lesions on the lips which in the early stages resemble those of 





850 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


lichen planus clinically because of the white reticulation and their limitation to 
the vermillion of the lip. With the progress ot the disease, however, the lesions 
become more characteristic as they extend to the glabrous skin. I anticipate that 
that is what will happen in this case. Furthermore, I have not found that lichen 
planus produces such extensive and persistent ulceration of the tongue when it 
does occur there; that is to say, this picture is more consistent with lupus erythem- 
atosus. If it actually is lupus erythematosus, it is also my opinion that it is 
likely to be extremely resistant to treatment and that the prognosis should be 
guarded. 

Dr. Francis P. McCartuy, Boston: Dr. Weidman, does the lesion on the 
tongue show epithelioid tissue? 

Dr. FRED WEIDMAN, Philadelphia: Yes. 

Dr. Francis P. McCartuy: Do we get this reaction in lupus erythematosus ? 

Dr. Frep WEIDMAN: No. 


Dr. MAurIceE J. CostELLo: The question of tuberculosis of the tongue also 
came up, but roentgenograms showed the chest to be normal. We have seen patients 
who had both lichen planus and lupus erythematosus simultaneously. I think the 
lesions on the lower lip suggest lichen planus and am inclined to agree that the 
lesion on the tongue is lupus erythematosus or lichen planus clinically. 











Fig. 7—Lesions of leiomyoma. 


Leiomyoma. Presented by Dr. ANTHONY C. CIPOLLARO. 


P. P., a man aged 52, is presented from the Skin and Cancer Unit, New York 
Post-Graduate Medical School and Hospital, with an eruption of fifteen years’ 
duration which has not changed essentially in the past twelve years. 

In the scapular region there is a symmetric eruption of slightly reddish, mostly 
oval, elongated and spherical infiltrated, firm, nodular lesions which are arranged 
in the lines of cleavage. There is a moderate number of similar but smaller and 
less indurated lesions in the lower lumbar and gluteal region. Some of the lesions 
are tender to pressure. The patient complains of severe pain in the region of the 
eruption during cold weather. 
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Fig. 8.—Photomicrograph showing leiomyomatous changes. 
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Routine examination of the blood and urine gave normal results. 

Biopsy of a nodular lesion was reported previously to show neuroma. Recently 
another biopsy was reported as showing leiomyoma. 

Unfiltered roentgen irradiation seems to have alleviated the pain of which the 
patient has complained. 

DISCUSSION 

Dr. Witpert SAcus: I made both diagnoses. I feel that in regard to multiple 
small lesions for which the diagnoses of both neuroma and leiomyoma are sug- 
gested it is possible that it is not a single, distinct type of tumor but a combination 
of both. Of course it is often difficult to differentiate between neuroma and 
leiomyoma. In this case we did some special stains on the first section and 
these showed a neuroma. On the second section it was not necessary to do any 
special stains since there was a classic picture of leiomyoma. 


Pityriasis Rubra Pilaris Uninfluenced by Treatment with Vitamin A. 
Presented by Dr. E. W. ABRAMOWITZ. 


Ragweed Dermatitis. Presented by Dr. Max SCHEER. 


P. B., a man aged 65, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. He loads Pepsi-Cola 
bottles as an occupation. He was in good health and free from any cutaneous 
disease until September 1936, when he walked through some lots in Astoria, 
N. Y., without stockings. A vesicular eruption appeared on the dorsa of the feet 


and legs which was at first called eruption from poison ivy and which lasted five 
months. It recurred in September 1937, when it was slight on the feet and legs, 
mild on the face, hands and forearms and severe on the scrotum. The eruption 
then became perennial, with exacerbations from September to May. June and 
July are the most comfortable months for the patient. 

There is a thickened, lichenified eruption on the face and forearms. The erup- 
tion stops rather abruptly on the upper third of his forehead, which is protected 


by his hat. 

Reactions to patch tests with oleoresins of short ragweed, cocklebur, sheep 
sorrel, Kentucky blue grass, red top, poison ivy, orchard grass and timothy were 
positive. Patch tests with the protein extracts of trees, grasses and weeds showed 
a positive reaction only to oak. Scratch tests with these protein extracts gave 
negative results. 

The histologic picture was that of a contact type of eczema. 

No specific treatment has been given as yet. The patient has been receiving 
eight 50 mg. tablets of tripelennamine hydrochloride (pyribenzamine®) daily, with 
only slight alleviation of the itching. 


DISCUSSION 


Dr. JosEpH MULLER, Worcester, Mass.: From the appearance I would be 
likely to believe that it is a ragweed dermatitis, but, on looking at the calendar and 
the patient, I just cannot accept that diagnosis. After all, ragweed dermatitis is 
nothing else but a contact dermatitis, and the patient has certainly not been 
exposed to ragweed for a long time. The fact that the reactions to patch tests 
were positive means nothing. I think the patient has at some time had contact 
dermatitis. If ragweed caused the trouble, it should have started in the fall and 
be over by now. 
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Dr. JosepH GoopMAN, Framingham, Mass.: In cases of ragweed dermatitis, 
which lasts around the year, it must be remembered that there is often a cross 
sensitization between ragweed and Pyrethrum. I note that other tests were done in 
this case, but I see no reference to Pyrethrum. It would be possible for the 
patient to be exposed to Pyrethrum the year round. That should be considered as 
a possibility. 

Dr. BERNARD AppeL, Lynn, Mass.: I should like to confirm the observations 
made by the last speaker and also to point out the fact that many patients subject 
to ragweed dermatitis are those who live in the country and work around barns 
where sprays against flies and insects are used, and of course we know that they 
contain Pyrethrum and products of that family. In my opinion it is important 
to do patch testing with these substances, as well as with the solvents used in 
insecticides. 

Dr. Donato S. MitcHELt, Montreal: This man has never been hospitalized. 
I wonder whether it would help to admit him and remove ordinary contacts such 
as clothing and soaps. 

Dr. Jack WotF: The eruption on the torso as seen today is incidental; it 
developed after a recent cold and may be the result of medication which he received. 
It has no relation to the other eruption. This man has been tested with other 
oleoresins as well as ragweed fractions. We have had a number of cases of rag- 
weed dermatitis in which persistent eruptions developed and remained throughout 
the entire year after several seasonal attacks. This persistence may be due to 
the development of sensitization to other allergens which act at the same site. 


Lymphoblastoma. Mycosis Fungoides with Eczematous Lichenoid and 
Granulomatous Lesions. Presented by Dr. A. BENSON CANNON. 


OTHER CASES PRESENTED 


A Case for Diagnosis (Dermatitis Medicamentosa? Senear-Usher Pem- 
phigus? Dermatitis Herpetiformis?). Presented by Dr. JacK Wo LF. 


Purpura Hemorrhagica. Presented by Dr. Eucene F. TRAvs. 


Tuberculosis Cutis Colliquativa Improved by Calciferol Therapy. Pre- 
sented by Dr. NATHAN SOBEL. 


A Case for Diagnosis (Macular Atrophy? Lichen Planus Atrophicus?). 
Presented by Dr. Jack Wo-r. 


Parapsoriasis Guttata. Presented by Dr. Max ScHEER. 


A Case for Diagnosis (Lymphoblastoma? Mycosis Fungoides?). Pre- 
sented by Dr. FrepD WIsE. 


Dyskeratosis Congenita with Pigmentation, Dystrophia Unguium and 
Leukoplakia Oris. Presented by Dr. Frep Wise. 


Circinate Sarcoid. Presented by Dr. Eucene F. TRaus. 


A Case for Diagnosis (Erythroderma Ichthyosiforme Congenitum? Eryth- 
roderma Exfoliative Universalis Tuberculosa?). Presented by Dr. A. 
BENSON CANNON. 
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Abraham Walzer, M.D., President 


Seymour H. Silvers, M.D., Secretary 
March 17, 1947 


Mycosis Fungoides in a Patient with Psoriasis. Presented by Dr. L. M. 
W ATERHOUSE. 


J. J., a man aged 46, born in the United States, first consulted me twelve 
years ago, at which time a diagnosis of psoriasis was made. Six or seven years 
ago he was treated at a well known New York dermatologic clinic where the 
diagnosis was confirmed clinically and histologically. He had received ultraviolet 
rays, coal tar preparations and other topical medication. There was no history 
of his ever having received arsenic preparations. Two years ago the lesions 
became raised and tumor like. At that time a biopsy specimen from one of these 
lesions was reported as suggesting lymphoblastoma, but no more definite diagnosis 
was made. The biopsy was repeated two months ago by another histopathologist, 
who suggested the possible diagnosis of mycosis fungoides. 

Results of repeated serologic tests for syphilis were negative. Results of blood 
cell counts and urinalyses were normal. 

Examination shows a generalized eruption. There are quarter-sized to dollar- 
sized flat, red, scaly patches. There are a few lesions on the lower part of the back 
and thighs, which are raised and tumor like. The face shows an ill defined 
erythema with scaling. On the scalp are similar patches with alopecia. 


DISCUSSION 


Dr. Seymour H. Sitvers: This is a most unusual case. It seems that the 
diagnosis of psoriasis was established independently by different competent derma- 
tologists. This diagnosis was corroborated by histologic studies. At present there 
are seen a sufficient number of lesions which are infiltrated and tumor-like to 
warrant a clinical diagnosis of granuloma fungoides. However, we cannot completely 
ignore the findings of two able histopathologists who failed to corroborate the 
diagnosis of granuloma fungoides. It is not unusual for the histopathologist to 
fail the clinician when the latter needs him most. 

Dr. L. M. Frucutsaum: The picture is not that of psoriasis. On the other 
hand, there are two large lesions and numerous smaller ones on the body and 
extremities which are definitely infiltrated. In spite of the fact that the patient 
feels and looks physically well, I believe that this is a case of mycosis fungoides. 

Dr. E. A. Gauvain: I believe that the disease in this case was originally 
mycosis fungoides, as it is now. I did not see any lesions typical of psoriasis 
on this patient, although such a diagnosis might have been considered in a few 
lesions had they been the only ones present. I have never seen a case of undisputed 
psoriasis, even though followed through many recurrences, that terminated as 
mycosis fungoides. Clinically there is now a polymorphous type of lesion, 
changing in character, of a dusky color, causing some itching and finally developing 
into nodules, which, to my mind, are typically mycosis fungoides. 

Dr. ABRAHAM WaALZER: Clinically, this is a case of mycosis fungoides. The 
disease developed in a manner that it does in many cases. It never was psoriasis, 
irrespective of the fact that histologically it was first reported as psoriasis. 
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Mycosis fungoides may begin with what may appear to be psoriasis, parapsoriasis, 
eczema or any other condition. I believe that just as the clinical picture, at the 
start, may be atypical, so the histologic picture may be more or less vague and 
indefinite. At the present, this man shows lesions which, to my mind, are classic 
examples of mycosis fungoides. 


Epithelioma of Penis. Presented by Dr. S. I. GREENBERG. 


Multiple Keloids. Presented by Dr. Max LERNER. 


J. G., a girl aged 12, was seen at the Kings County Hospital Dermatologic 
Clinic on March 3, 1947. She had chickenpox in October 1946, and “marks” 
developed where there had been blisters. 

There are hard nodules, pea to bean size, distributed on the face, neck, 
abdomen and thighs. Some are colorless and others yellowish white. A few are 
erythematous with telangiectasia. All the lesions are limited to the sites of the 
original varicella blisters. There is no history of keloidal scars from previous 
injuries. 

DISCUSSION 

Dr. ABRAHAM WaALZER: The keloid tendency does not have to be present during 
the entire life of the patient. There may be periods when the tendency does not 
show itself. My experience has been that if keloid is treated before it has been 
present six months, with roentgen rays, there is a chance of flattening of the 
lesion. After six months, roentgen therapy is of no value. This has been explained 
on the principle that connective tissue cells mature in about six months. When 
the cell becomes fully mature, it cannot be reduced, but as it is growing and 
developing (that is, up to six months), its growth can be stopped. No matter 
how much roentgen therapy is given after six months, it is of no value. However, 
if the lesion is excised and roentgen rays given, the lesion may be suppressed. 


Generalized Sarcoidosis. Presented by Dr. Max LERNER and Dr. Frank D. 
JENNINGS JR. (by invitation). 


Abraham Walzer, M.D., President 


Seymour H. Silvers, M.D., Secretary 
April 21, 1947 


Xanthoma Tuberosum. Presented by Dr. C. T. CHIARAMONTE. 


Xanthomatosis Juvenilis. Presented by Dr. C. T. CHIARAMONTE. 


V. S., a white girl, aged 5 years, has several discrete, bean-sized, yellowish 
nodules on the face and neck. Her liver is enlarged to 2 fingerbreadths below the 
costal margin with an even, smooth edge. 


This child was first seen when she was 6 weeks old. She showed many shiny, 
yellowish nodules which were generalized and of varying sizes. There was a 
reddish halo around the lesions. Some of the larger ones were oval in shape. 
Many of the lesions showed multiple punctate depressions at the follicular orifices. 
Lesions were also found on the mucous membranes of the mouth. The lesions 
were noticed soon after birth. 
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The infant was placed on a low fat diet and was reexamined a year later. It 
was observed that occasionally there was a generalized flushing of the skin. During 
the period of observation, some of the lesions appeared vesicular, the mouth 
lesions disappeared and the cutaneous nodules grew in size. Many of the lesions 
showed flattening at the periphery, and a few lesions disappeared. Since then all 
lesions have undergone involution except those on the face and neck. The skin 
at the sites of former lesions has become brownish red. There has at no time 
been any jaundice or pigmentary changes affecting the normal skin. 

A biopsy performed during infancy revealed a dense infiltrate in the cutis, 
consisting of epithelioid cells, the cytoplasm of which had a vacuolated appear- 
ance and simulated fat cells. 


DISCUSSION 


Dr. Seymour H. Sitvers: I followed 2 cases of xanthomatosis juvenilis for 
many years. The patients came under my care during the first month of their 
lives. I watched new lesions appear, and, as the children became older, the lesions 
gradually flattened out and finally disappeared. I believe that, regardless of therapy, 
the lesions of xanthoma juvenilis will disappear when the child reaches the age 
of 6 to 7 years. It is likely that xanthomatosis juvenilis should be classified 
with the nevi rather than with the diseases due to metabolic disturbances. 

Dr. ABRAHAM WALZER: These patients should have a complete determination 
of the lipids of the blood. Increased cholesterol does not necessarily imply that 
every case of xanthomatosis is due to cholesterol disturbance. If any other fats 
are disturbed, the cholesterol may be increased in the blood. To what is the 


yellowness of the cholesterol lesions due? Cholesterol and its esters are white, 
but the lesions are not. The yellowness is probably due to a lipofuscin substance 
found in the fat. 


Tuberculosis Cutis with Papulonecrotic Sarcoid-Like and Colliquative 
Lesions. Presented by Dr. S. B. FriIscHBERG. 


Alopecia Congenita. Presented by Dr. C. T. CHIARAMONTE. 


D. B., a white girl aged 9 years, has scant growth of hair on the scalp and 
eyebrows. The deficiency is more evident in the frontal region. There is pro- 
nounced follicular keratosis on the nape of the neck. The child weighed 6 pounds, 
2 ounces (2,778 Gm.) at birth, was a breech presentation at delivery and gained 
weight more slowly than the average infant. Since birth the hair on the scalp 
had always been sparse. 

The laboratory examination revealed absence of arsenic in the urine, a basal 
metabolism of +13 per cent and a normal reaction for specific dynamic action 
of proteins. A roentgengram of the sella turcica was normal. 


DISCUSSION 
Dr. Seymour H. Sitvers: Often, in addition to absence of or sparse hair, 
other ectodermal defects are seen. It is not unusual to observe alopecia with dental 
and ophthalmic defects. This child is mentally alert and bright. 
Dr. Jozt Scuweic: I am in favor of the diagnosis of the presenter, but I 
would advise cultures be made from the scalp and hair as the picture may turn 
out to be one of favus. 
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Epidermolysis Bullosa Congenita. Presented by Dr. C. T. CHIARAMONTE. 


G. O., a white boy aged 4 years, has numerous bullae on*the dorsum of the 
feet, some of which are hemorrhagic. The toe nails and finger nails show atrophic 
and dystrophic changes. Healed, erythematous lesions may be seen on the elbows 
and knees. 

There is no consanguinity of the parents. It is interesting to note that this 
child has a nonidentical twin brother who is normal. This child was first observed 
a few days after birth. At that time, there were numerous cloudy bullous lesions 
scattered on the body, which I diagnosed as pemphigus neonatorum. Culture from 
the bullae revealed the presence of Staphylococcus albus. The lesions disappeared 
after treatment with sulfonamide drugs locally and internally. Since then, how- 
ever, blisters have been noticed by the parents to be reappearing on the extensor 
surfaces of the elbows and knees, on the dorsa of the feet and in the mou.h. 


A Case for Diagnosis (Hodgkin’s Disease?). Presented by Dr. C. T. 
CHIARAMONTE. 


L. A., a white man aged 43 years, has a generalized, itchy eruption consisting 
of isolated, large, serrated papules. These papules are brownish red, and some of 
them are excoriated. There are also irregular groups of large vesicles; the tops 
of many present a small yellowish crust located on the extensor surfaces of both 
legs, arms and forearms and on the dorsa of the hands. On the thighs the 
lesions have spread peripherally and form patches of crusted vesicles. Groups 
of vesicles are present on the face, chest and abdomen. Several of the original 
lesions have left a brownish pigmentation. 

The patient has had papular lesions and itching for the past seven months. He 
first presented himself for treatment in January 1947, after having been treated 
elsewhere for scabies. The past history reveals that the patient has had pulmonary 
tuberculosis, which was recognized in 1928 and was pronounced arrested in 1935, 
after a phrenicectomy. In 1943 he received treatment for spastic colitis. 

A recent roentgenogram of the chest and examination of the gastric contents 
for tubercle bacilli did not reveal any abnormalities. A biopsy of one of the 
papules performed in March revealed moderate acanthosis and parakeratosis with 
some hyperkeratosis. The epidermis was infiltrated with eosinophils. The corium 
contained many eosinophils, round cells and proliferating fibroblasts. This inJam- 


matory infiltrate was grouped around the small blood vessels. The results of the 
urinalysis and hemogram were within normal limits. The cholesterol content of 
the blood was 197.8 mg. per hundred cubic centimeters and the cholesterol esters 
were 67.9 mg. Roentgenograms of the long bones showed no abnormalities. 


DISCUSSION 


Dr. C. T. CHIARAMONTE: The biopsy was performed on one of the nodular 
purplish brown, persistent lesions. I have known of cases of early Hodgkin’s 
disease which was mistaken for scabies. The patchy eruption on the arms, forearms 
and legs has appeared only in the past two months. I shall observe him closely. 
In the past few months, there has been a rise in the white blood cell count. 

Dr. NATHAN PENSky: The suggestion of Dr. Chiaramonte must be seriously 
considered. Several articles in the current literature have appeared on eosinophilic 
granuloma. However, I have seen a number of patients who have been overtreated 
for scabies in which an eczematized eruption developed which clinically resembled 
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the rash in the case presented tonight. The histologic observations in the present 
case would lead one to suspect the possibility of a lymphoblastoma. 

Dr. C. T. CHIARAMONTE: Another thing of interest is the tuberculous back- 
ground. I feel that Hodgkin’s disease and tuberculosis are in some way related. 

Dr. Joe, Scuweic: I have the feeling that the diagnosis of Duhring’s disease 
is the right one, as I have seen several instances of that condition which resemble 
clinically the case presented tonight. My suggestion is that the patients be tested 
with potassium iodide, internally and externally, and that he be treated with 
sulfapyridine. 


Mycosis Fungoides, Developing On Parapsoriasis(?). Presented by Dr. 
C. T. CHIARAMONTE. 


Abraham Walzer, M.D., President 


Seymour H. Silvers, M.D., Secretary 
May 19, 1947 


Generalized Scleroderma. Presented by Dr. L. M. FRUCHTBAUM. 


A. M., a woman aged 70, was admitted to the Unity Hospital on Jan. 6, 1947, 
because of acute cardiac decompensation. Examination revealed edema oi the 
lungs and of the legs. The patient gave a history of progressive dysphasia for 
the previous three years, during which time she had noticed thickening and 
hardening of the skin of the forehead and face with inability to open the mouth 
wide. The patient also noticed that she was unable to smile or frown and 
experienced difficulty in swallowing foods, particularly hard foods. The hardening 
of the skin extended to the neck, shoulders, chest, back and thighs. Examination 
revealed a waxy smooth skin adherent to the underlying soft tissues on the 
face, neck, trunk, shoulders and thighs. The fingers and toes were not affected. 

The hemogram was within normal limits except for a leukocyte count of 
12,500 per cubic centimeter. Blood chemistry studies gave normal values for 
sugar and cholesterol, but the urea nitrogen was elevated to 28.5 mg. per hundred 
cubic centimeters, and creatinine to 2 mg. per hundred cubic centimeters. The 
basal metabolic rate was —36 per cent. The urine was normal. Histologic 
examination of a specimen of skin showed scleroderma. 


DISCUSSION 


Dr. JoEL ScHweEic: In view of the fact that there is so much edema present 
on the neck, as well as the lower extremities, I feel that the process is a deep- 
seated one and may be scleredema of the infectious type as described by Buschke. 
Should it be of infectious origin, treatment with penicillin or sulfonamide drugs 
would be indicated and the prognosis would be more favorable. A biopsy should 
aid in the final diagnosis. 

Dr. Jacop SKEER: I also believe that there is too much edema present and 
that the extension of the lesion was rather rapid. By this time there should be 
contracture of the tissues and other signs, like pigmentation. The edema is of 
the nonpitting type and suggests Buschke’s disease. I think that a biopsy would 
give more information. 

Dr. SAMUEL I. GREENBERG: I think that this is scleroderma. Scleredema 
is described in young adults; it follows infectious disease and is transient. These 
aspects are not present in this case. 
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Dr. Davin M. Davipson: I think that this is scleroderma. The patient also 
has cardiac disease, and the pitting of the legs has nothing to do with her 
scleroderma. I do not believe that this is scleredema of Buschke because the 
duration of the condition is three years and there is no history of a preceding 
infection. 


Urticaria Pigmentosa. Presented by Dr. L. M. FrucHTBAUM. 


DISCUSSION 


Dr. C. B. Locasto: It has been found that in animals given a diet free of 
vitamin A large numbers of mast cells develop in the tissues of the body. In view 
of this, it is suggested that the patient receive large doses of vitamin A. 


Case for Diagnosis (Granuloma Annulare?). Presented by Dr. L. M. 
FRUCHTBAUM. 


Case for Diagnosis (Necrobiosis Lipoidica Diabeticorum? Granuloma 
Annulare?). Presented by Dr. I. N. Hortzman. 


The patient, a white housewife aged 51, was first seen in the outpatient 
department of the Jewish Hospital of Brooklyn on May 12, 1947, with the 
following history: 

About five weeks prior to admission, she first noticed a nonitching eruption on 
both forearms and eyelids, which followed a mild abrasion of the left forearm. 
The eruption has remained unchanged since its onset. Her past history revealed 
the existence of diabetes mellitus of at least ten years’ duration and a mild 
hemostatic eczema of the right ankle of about seven years’ duration. 

Examination on admission revealed a papular eruption on the volar aspect 
of both forearms and eyelids. The lesions varied in size from that of a pinhead 
to that of a pea and were faintly erythematous, and the larger papules were 
slightly yellow. There was no characteristic grouping or configuration of any 
of the lesions. 

A biopsy of a lesion of the left forearm showed degeneration, necrobiosis 
and homogenization of the collagen with nuclear debris. Surrounding and infiltrating 
into this zone were large collections of epithelioid foam cells. Small round cells 
were occasionally seen. Blood chemistry studies revealed a concentration of 
sugar of 181 mg. and cholesterol of 261 mg. per hundred cubic centimeters. 


DISCUSSION 


Dr. JoEL ScHweic: In my opinion the clinical features of the case fit in 
well with the diagnosis of lichen ruber moniliformis, which was well reviewed 
by Wise and Rein in 1936. The shape of the lesions, the color and the distribution 
are typical. Although there is only one area on the right wrist presenting the 
moniliform features, it should be considered lichen ruber moniliformis, as those 
features may appear later in abundance. The histologic observations are also 
like the microscopic features of lichen ruber moniliformis. 


Dr. Davin M. Davinson: When the patient was first seen at the clinic, a 
tew diagnoses were mentioned, among them lichen moniliformis and lichenoid 
sarcoid. When I examined the slide and saw that the main histologic changes 
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consisted of local granular necrosis with cellular debris surrounded by many 
epithelioid cells and a few connective tissue cells, I was inclined to consider the 
case as one of granuloma annulare, although the patient did not have any ring 
lesions. I have seen a few patients with granuloma annulare with scattered 
papules, but they also had the typical annular lesions. However, Hartzell 
(J. A. M. A. 63:230 [July 18] 1914) and Stillians (J. Cutan. Dis. 37:580, 1919) 
each reported a case of granuloma annulare without ring lesions, and the latter 
mentioned many others who had observed similar cases. 

The patient has definite lichenoid papules, some resembling lichen planus, 
although the lesions are softer to the touch than those in lichen planus. There is 
no moniliform arrangement and no waxy papules as were described in lichen 
moniliformis. Another interesting point in this case is that the patient has 
diabetes but clinically the lesions do not suggest necrobiosis lipoidica diabeticorum, 
and histologically one often finds extensive vascular damage in necrobiosis as 
well as in lichen moniliformis, features not found in this case and usually not 
seen in granuloma annulare. In consideration of all this, I am inclined to consider 
this as a case of granuloma annulare. 


Xanthoma Tuberosum. Presented by Dr. L. M. FrucHTBAUM. 


Epithelioma of the Cheek in a Woman Aged Twenty Years. Presented by 
Dr. SEyMouR H. SILVERs. 


Acrokeratosis Verruciformis of Hopf. Presented by Dr. C. B. Locasrto. 


M. C., a Negro woman aged 52, stated that she has had thick skin on the 
palms and soles and wartlike growths on the back of her hands since birth. 
There are no subjective symptoms. The palmar and plantar surfaces are hyper- 
keratotic. The dorsal aspects of the hands and feet and the distal parts of the 
forearms are studded with numerous, discrete, confluent and flat-topped verruca- 
like polygonal papules. The nails are frayed distally, have vertical linear striations 
and are brittle. 

DISCUSSION 


Dr. JoEL ScHweic: This is an unusual case and of a type rarely seen at our 
meetings. I agree with the diagnosis. Acrokeratosis verruciformis and epider- 
modysplasia verruciformis are different in that the latter appears in persons with 
consanguineous parents and is associated with malignant degeneration of the 
lesions. The concept of this condition is that it is of nevoid character. 


Tinea Capitis in an Adult (Microsporon Lanosum). Presented by Dr. E. A. 
GAUVAIN. 


T. A., a widow aged 73, had been losing hair for four months. She complained 
of slight itching of the scalp. She had no recollection of direct contact with 
dogs or cats, but a dog had been a recent visitor to one of her neighbors. 

The hair of the scalp is thick and long, with many areas showing slight erythema 
and definite defluvium without any sharply defined areas of alopecia. Under the 
Wood light, fluorescent hairs mingled with nonfluorescent hairs are seen throughout 
the scalp. A culture of infected hair grew Microsporon lanosum. 
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Francis W. Lynch, M.D., President 
Leonard F. Weber, M.D., Secretary 
Feb. 19, 1947 


Pemphigus Vulgaris. Presented by Dr. M. H. Esert and (by invitation) 
Dr. N. L. BAKER. 


A Case for Diagnosis (Erythema Perstans?). Presented by Dr. T. Corn- 
BLEET and (by invitation) Dr. D. CoHEN and Dr. J. GRAFFIN. 


Lupus Pernio? Presented by Dr. S. RorHMAN and (by invitation) Dr. Z. 
FELSHER and Dr. L. Rusin. 


Sarcoidosis; Keloidal Nodules on the Nose of a Young Negro Woman. 
Presented by Dr. H. RATTNER and (by invitation) Dr. H. Ropin and Dr. J. 
GRAFFIN. 


A Case for Diagnosis (Lupus Erythematosus in a Girl of 17 Years). 
Presented by Dr. D. Omens, Dr. S. J. ZAKoN and (by invitation) Dr. H. 
Omens and Dr. J. GRAFFIN. 


Systemic Blastomycosis. Presented by Dr. D. Omens and (by invitation) 
Dr. H. Omens and Dr. J. GRAFFIN. 


S. W., a Negro woman aged 39, on Dec. 24, 1946 precipitously delivered a 
full term baby while on the. street. Several days later she noticed a few nodules 
on the right forearm, which gradually grew to form abscesses. In the next two 
months numerous fluctuant, hen’s-egg-sized abscesses appeared on the face and 
extremities, and, in addition, warty lesions developed on the face and trunk. For 
the past few weeks she has had fever, “night sweats,” headache and malaise, but 
no symptoms referable to her gastrointestinal, respiratory or genitourinary tract. 
Until the time she entered the Cook County Hospital, she had nursed her appar- 
ently healthy baby. Her other four children and her husband have been in good 
health. She has not been out of Chicago in the past two years and has no contact 
with flowers, gardening or animals. 

Examination reveals numerous fluctuant, tender, subcutaneous abscesses scattered 
on the face, extremities and back, varying from 1 to 5 cm. in diameter. In addition, 
there are verrucous nodules on the face and trunk. Physical examination revealed 
no other abnormalities. While in the hospital she has had a low grade fever 
daily, accompanied with headache and malaise. 

The Kahn reaction of the blood was negative. The urine was normal. The 
blood examination showed erythrocytes 4,600,000, hemoglobin 67 per cent and 
leukocytes 22,200. Sterile aspiration of a subcutaneous abscess resulted in recovery 
of blastomycetes on culture. Direct sodium hydroxide preparation revealed 
numerous round doubly refractile bodies, some of which were budding. The 
blastomycin intracutaneous test revealed a 12 mm. erythematous papule at 24 hours, 
but at 48 hours the papule was only 5 mm. in diameter. The roentgenogram of 
the chest revealed a normal cardiothoracic ratio. There was a small discrete 
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density visualized in the left apical region superimposed on the posterior border 
of the third left rib, with the suggestion of a drainage band extending to the leit 
hilus. 

Histologic section revealed acanthosis with edema of the prickle cell layer. The 
corium is edematous and contains a cellular infiltrate composed of lymphocytes, 
plasma cells and leukocytes. Deep in the corium there are numerous double con- 
tour bodies with a few giant cells. 

DISCUSSION 

Dr. Oxiver S. Ormssy: I had been practicing only about a year when I was 
called to see a patient who was supposed to have tuberculosis. A man of middle 
age had lesions on the face and on the extremities. The lesions on the face were 
fairly typical of blastomycosis, but the lesions on the extremities were very dif- 
ferent. In those areas there were subcutaneous nodules, abscesses and ulcers, 
with pus oozing out of the lesions. I took a specimen to the office ad demonstrated 
Blastomyces. The patient was very ill and died shortly thereafter. At autopsy 
I was able to demonstrate Blastomyces in the lungs, liver, spleen, kidneys and 
bones. That was the first case on record in which there was systemic blasto- 
mycosis involving all the tissues. 

During the next three or four years I saw 4 or 5 more cases, and it was shown 
that this organism attacks every tissue in the body. At autopsy the doctor in 
charge pricked his finger, and within a little while blastomycosis developed in that 
finger, and within two or three months he had systemic blastomycosis. In our 
early experience practically 100 per cent of the patients died. Since that time a 
certain percentage recover. 

Dr. M. J. Reuter, Milwaukee: One of our residents checked over our records 
on systemic blastomycosis and was able to find 38 cases of the generalized type. 
Of this number he was able to trace 26. One patient is still alive after ten years 
and another is alive after two years. 


Paraffinoma. Presented by Dr. T. CorNBLEET and (by invitation) Dr. D. CoHEN 
and Dr. J. GRAFFIN. 


C. H., a white woman aged 63, about twenty-five years ago, had wax injected 
into both cheeks and the forehead for cosmetic purposes. At present she is in a 
medical ward at the Cook County Hospital with arteriosclerotic heart disease and 
possible endocrine disturbance. Examination revealed a firm mass, 5 cm. in 
diameter, in both cheeks, and a smaller one between the eyebrows. The overlying 
skin is bound down to the masses and is bluish red. 

The Kahn reaction of the blood was negative. The urine was normal. The 
electrocardiogram reveals myocardial damage. Histologic sections from the mass 
in the cheek are presented. 

DISCUSSION 

Dr. OxivEeR S. OrMssy: I saw one of those cases in my early experience. It 
was only the second case that had been seen in this country. My co-workers and 
I were fortunate enough to get a section which showed the typical sievelike 
arrangement where the paraffin entered the connective tissue. This woman was 
very handsome, and she decided to have some dimples put in each side and to 
have some wrinkles taken out. A half dozen large tumors developed. A plastic 
surgeon removed them, and the result was very good. At a later date we saw 
tumors from paraffin oil used for injection. 

Dr. S. J. ZAKoN: There are a lot of Romansky injections being given in the 
treatment of syphilis and other diseases with penicillin in large doses. I have seen 
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a number of severe reactions in the buttocks following such injections. The 
reactions would subside in a couple of weeks. I wonder whether fifteen or twenty 
years from now one will see lesions similar to paraffinoma due to Romansky 
injections. 

Dr. STEPHEN ROTHMAN: With vegetable oil and fatty acids paraffinoma does 
not occur. Paraffinoma occurs exclusively with hydrocarbons. I doubt whether 
white wax would produce paraffinoma, because such wax is composed of fatty acid. 

Dr. THEODORE CORNBLEET: It is my feeling that one need not expect the 
same accidents to happen from the Romansky formula as from paraffin itself. With 
paraffinoma there is no initial reaction, whereas with white wax one commonly finds 
a reaction in the tissues. Originally, I tried to arrange to have a fluorescent light 
to detect the presence of the paraffin, which shows a Swiss cheese structure. 


Sporotrichosis Involving the Face and All Extremities. Presented by Dr. 
MicHaAeEL H. Epert and (by invitation) Dr. N. L. Baker. 


Dermatomycosis (?) Localized to Flexural Areas for Twenty Years. 
Presented by Dr. H. Rattner and (by invitation) Dr. H. Ropin and Dr. 
N. L. BAKer. 


Acute Disseminated Lupus Erythematosus in a Man Aged 37 Years. 
Presented by Dr. MicHaEt H. Esert and (by invitation) Dr. N. L. BAKeEr. 


A Case for Diagnosis (Eruption Due to Drugs? Hemorrhagic Lupus 
Erythematosus? Toxic Purpuric Disease of Undetermined Origin?). 
Presented by Dr. S. RorHMAN and (by invitation) Dr. L. Rustin. 


Keratosis Follicularis (Darier?), Improved After Ingestion of Butter in 
Large Quantities. Presented (by invitation) by Dr. H. H. Roprn. 


Recurrent Alopecia Areata. Presented by Dr. E. M. SmirH Jr. 


D. D., a white boy, aged 7, rather small for his age, has a recurrent patch of 
alopecia areata involving the vertex and the strip down the center of his scalp 
toward the front. This condition has occurred every September or October for 
the past five years and has run a course of about two or three months. The con- 
figuration of hair loss is practically the same, and there is a complete clearing up 
of the condition between times. 

DISCUSSION 

Dr. STEPHEN ROTHMAN: I thought that definitely the boy had trichotillomania 
and that he had done a good job for himself. 

Dr. E. M. Rusten, Minneapolis: I have a patient who is a resident in a 
tuberculosis sanatorium. In 1928 he had pulmonary tunberculosis with bilateral 
effusion and rather extensive alopecia areata. The pulmonary tuberculosis was 
controlled by sanatorium treatment, and he had a recurrence of hair growth. 
About a year ago he had a recurrence of the pulmonary disease and again had 
alopecia areata. His pulmonary disease is now improving, and his hair has also 
returned. 

Dr. JAMES R. WEBSTER: When I first saw the patient this afternoon I had 
the impression that the condition was trichotillomania, but on further examination 
concluded it was alopecia areata. 
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Dr. FreperrcK R. Scommt: At one time my co-workers and I collected 9 
cases of alopecia areata which recurred regularly in September and March of 
succeeding years, which was apparently a type of arterial spasm, due to poor 
nutrition of the end arteries. 

Dr. E. M. SmitH Jr.: It would be impossible for the patient to pull out the 
hair. I have seen two recurrences, and they are absolutely the same, in that they 
run right down the middle of the scalp and extend only to the right side and not 
the left. 


Multiple Nevi (Adenoma Sebaceum) (Dermatosis Papulosa Nigra and 
Fibroma Pendulum) in a Negro. Presented by Dr. E. A. OLIVER and 
(by invitation) Dr. E. Lorant and Dr. A. B. HENNINGSEN. 


Lymphoblastoma Cutis with Poikilodermatous Changes. Presented by Dr. 
F. E. SENgEaR and STAFF. 


Ainhum of Two Years’ Duration in a Negro Aged 66 Years. Presented (by 
invitation) by Dr. MAurIcE OppENHEIM and Dr. Davin CoHEN. 


A Case for Diagnosis (Unilateral. Vascular Nevus? Angioma Serpig- 
inosum? Schamberg’s Disease?). Presented by Dr. F. E. SENeEarR and 
STAFF. 


Ichthyosiform Erythroderma? Presented by Dr. S. RorHMAN and (by invita- 
tion) Dr. J. H. McCreary. 


Localized Myxedema, Pretibial, Following Thyroidectomy. Presented by 
Dr. F. E. SENEAR and STAFF. 


Probable Triple Symptom Complex of Behcet; Scrotal Tongue. Pre- 
sented by Dr. F. E. SENEAR and STAFF. 


A. I., a white housewife aged 25, was shown at the December meeting of this 
society with a condition for diagnosis. She gave a five months’ history of recurrent 
ulcerative lesions of the mouth which had not responded to various local treat- 
ments or to intravenous treatment for a diagnosis of “trench mouth” made prior 
to admission. At the time of presentation, she showed a marginal scrotal tongue 
with whitish patches of membrane extending from some of the crypts of the tongue, 
as well as scattered on the buccal mucous membranes. These were relatively easily 
removed, leaving superficial tender ulcerations without bleeding and surrounded 
by an erythematous halo. Direct examinations did not reveal mycelia. During 
the discussion the following diagnoses were mentioned as possibilities: (i) 
aphthous stomatitis, (2) moniliasis, (3) eruption due to drugs, (4) Behcet’s triple 
symptom complex and (5) scrotal tongue. 

Medical consultation revealed nothing contributory. The urine was normal; 
blood cell counts were normal; the results of the serologic test for syphilis and 
examination of the chest were all negative. Examination by the gynecologic 
consultant showed only chronic cervicitis. Repeated cultures from the mouth 
lesions failed to demonstrate Monilia, although cultures from vaginal discharge on 
one occassion did grow mucoid colonies with budding forms on microscopic 
examination. On one occasion, the patient complained of soreness about the vulva, 
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and examination in our department revealed superficial ulcerations about the labia 
minora and majora. 

On about the first of February, the patient was found to have decided injection 
of the right conjunctiva diagnosed as episcleritis by the ophthalmologic consultant. 
This was considered consistent with, though not diagnostic of, Behcet’s syndrome of 
the eye. She stated that she had had one previous similar, though less severe, 
attack of ocular inflammation about five weeks ago. 


Perniones and Livedo Reticularis in a Poliomyelitic Limb. Presented by 
Dr. F. E. SENgEaR and STAFF. 
DISCUSSION 


Dr. M. R. Caro: The sections were not typical of tuberculosis or tuberculid, 
though there were round cells which extended deeply into the fat. 

Dr. STEPHEN RoTHMAN: I was very much impressed with this case because 
I saw quite a few after World War I in patients who had nerve injuries. It 
shows what a profound effect trophic ulcers have on vasomotor action. 

Dr. J. F. Mappen, St. Paul: In our experience with poliomyelitis, my 
co-workers and I have noted that the patients have more cutaneous changes than 
the normal person. During the acute stages in which the Sister Kenny method 
of therapy is used the patient often shows milaria from the hot applications. 

Dr. F. E. SENEAR: When I first saw this patient a couple of weeks ago, I 
thought that he had an exaggerated example of erythrocyanosis frigida crurum 
that the English have written about. This is the first time I have seen one with 
so much inflammatory element that it simulated erythema exfoliativa. Dr. 
Brunner called our attention to the fact that Telford had pointed out that just 
this type of reaction does occur, particularly in the wasted limbs of persons who 
have had poliomyelitis. I think, as Dr. Rothman indicated, that it is a nerve 
injury that predisposes to this type of reaction, which is less intense than erythema 
exfoliativa. 


Eosinophilic Granuloma? Presented by Dr. S. RorHMAN and (by invitation) 
Dr. J. H. McCreary. 


Since the age of 2 years, the patient, an 11 year old white girl, has been almost 
continuously sick with swelling of lymph nodes and with ulceration of the over- 
lying skin on the head, neck and thorax. The appearance of each new lesion has 
been accompanied with a temperature of 99 to 104 F., pain, tenderness, erythema 
and some swelling over the affected gland. The overlying skin became red and 
shiny until spontaneous rupture occurred. A seropurulent exudate appeared, and 
a crust was formed over a deep crater. After rupture of the “abscess,” the systemic 
symptoms disappeared and the temperature returned to normal. There is a 
tendency toward slow healing with granulation and scar formation. Since an 
operation two years ago for the removal of a group of cervical glands, the motion 
of the shoulders and neck has been restricted because of pain. 

Just previous to the onset of the present illness, the patient had measles and 
mumps at the same time. During this illness the adenitis of the right submaxillary 
glands developed. This adenitis failed to resolve, and formed an ulcer which 
persisted over twenty months. Abscesses of nearby nodes followed in a similar 
characteristic course. 

Roentgen therapy seemed to accelerate healing, with remissions of the symptoms 
for as long as a year. Dosages of the many courses of roentgen rays she received 
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so far are unknown to us. Treatment with penicillin and sulfonamide drugs have 
had little effect on the course of the disease. 

The nodes have a tendency to mat together. The ulcers are variable in size 
and shape, from 2 to 5 cm. in diameter, and have a soft undermining edge and 
irregular granulating bases, well vascularized. Some of the ulcers have appeared 
over regions where large lymph nodes are not usually present. On the roentgeno- 
gram of the skull there is an irregular, oval dehiscence of the right parietal bone 
under one of the tender swellings. The spleen is palpable. The liver is felt at 
the costal margin. 

The axillary lymph node, seen on Jan. 30, 1947, was a large moderately firm 
node of a peculiar red-brown. The microscopic sections showed a very extensive 
obliteration of the normal architecture, although small remnants of cortical follicles 
and cords filled with lymphocytes remain. These are widely separated and are 
missing from some parts of the node. Instead one finds sheets of large acidophilic 
or pale nonfoamy macrophages, which seem to have filled in the sinuses as well 
as the parenchyma. Scattered in great abundance between them are eosinophils 
and smaller dark cells which are presumably lymphocytes. In some regions the 
cells with dark nuclei look more like normoblasts. The histiocytes or macrophages 
frequently have lobulated nuclei, and sometimes they contain two or more discrete 
nuclei. Neither in their cytoplasm nor in their nuclear form do they resemble 
Reed-Sternberg cells. They do not possess distinct nuclei as shown in Mallory 
connective tissue stain, there is great fibrous thickening of the capsule and decided 
fibrosis of some of the cell-filled lymphatic sinuses. Fibrous tissue is especially 
dense around the blood vessels of hilar portion of the node. Evident in Mallory 
stain more clearly than in hematoxylin and eosin is the presence of clefts or small 
vacuoles of the cytoplasm of the large macrophages. However, the appearance is 
quite different from that seen in the large cells of Gaucher’s disease, in Niemann- 
Pick’s disease or in Hand-Schiller-Christian’s xanthomatosis. Stains for gram- 
positive and acid-fast bacteria were entirely negative. Sudan stain reveals an 
occasional macrophage containing recognizable septums. A very small amount 
of this lipid is antisotrophic. 

The scraping of the sinus tract consists of multiple bits of granulation tissue 
and fragments of skin which show changes similar to those of the lymph nodes. 
In the section of the skin the eosinophils are less prominent. Plasma cells and 
large mononuclear cells are present. The disease has been diagnosed once as 
tuberculosis by smear examination, and at another time as Hodgkin’s disease by 
lymph node examination. 

In our laboratory tests, culture of the exudate on blood agar and Sabouraud’s 
medium showed Staphylococcus albus. The acid-fast stain was repeatedly negative. 
Blood culture was negative. White rat and guinea pig inoculations were repeatedly 
negative; results of the tuberculin patch test, blastomycin test, histoplasmin skin 
tests and purified protein derivative tests were all negative. The Kahn reaction 
of the blood was negative. Sternal puncture showed the myeloblast-erythroblast 
ratio to be elevated. Other observations were: sedimentation rate 41 mm. in 
1 hour, leukocytes 12,000, hemoglobin 12 Gm., erythrocytes 4,400,000, poloymorpho- 
nuclear cells 72 per cent, lymphocytes 26 per cent, eosinophils 2 per cent, hematocrit 
41 and blood lipids 787. 

The histologic section from a lymph node presented a very unusual appearance, 
which did not resemble any lymph node previously studied in our laboratories. 
Certainly tuberculosis and Hodgkin’s disease in their usual forms can be excluded. 
On anatomic evidence at present, we have no clue as to whether this peculiar 
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granulomatous condition is an infection or is caused by a metabolic anomaly. It 
more closely resembles the tissue reaction seen in eosinophilic granuloma of bone 
than any other condition known to us. 


DISCUSSION 

Dr. Cart W. Laymon, Minneapolis: There is not a great deal known about 
eosinophilic granuloma of the skin, since not more than a dozen cases have been 
reported and in those cases the diagnosis was doubtful. The disease has been 
reported in nodules or plaques which brings up the interesting question as to 
whether cutaneous eosinophilic granuloma is related to eosinophilic granuloma in 
the lung and other organs. That brings up a possible relation to Christian’s 
disease. I believe that all of these diseases are part of the same toxic process 
and that this occurs as a fatal type and the Christian type occurs as a more benign 
disease. Cutaneous eosinophilic granuloma and eosinophilic granuloma of the 
bone are part of the same process. Last April, at the meeting in Detroit, Dr. 
Curtis showed a patient with eosinophilic granuloma of the bone with cutaneous 
lesions. 

Dr. A. C. Curtis, Ann Arbor: Experience in 1 case does not make one an 
authority. The patient that Dr. Laymon mentioned had plaquelike lesions on 
the vulva and one lesion on the scalp, with a destructive process in the bone of 
the mastoid and in the crest of the ilium. The lesions were plaquelike and very 
red. Our attention was called to them because of the redness. They promptly 
disappeared with a minimal amount of low voltage roentgen rays, as did the 
destructive lesions in the bone. As I looked through the records to see whether 
any studies had been made, it occurred to me that this might be a disseminated 
sporotrichosis. 

Dr. STEPHEN ROTHMAN: The diagnosis of eosinophilic granuloma was first 
suggested by our pathologist, Dr. E. M. Humphreys. I realize that these cutaneous 
lesions have not been reported in the literature. It does not agree with any 
description published in the literature. It reminded me of Niemann-Pick’s disease, 
but the pathologist said that it was not. Clinically it was typical scrofuloderma. 
Extensive examinations were made for fungi. The patient was seen in several 
departments. I think that we can by now exclude tuberculosis and mycosis. 


Calcinosis of the Elbows. Presented by Dr. Davi V. Omens and (by invi- 
tation) Dr. Harotp D. OMENs. 


Leukoplakia, Sublingual (White Sponge Nevus?). Presented by Maurice 
OPPENHEIM and (by invitation) Dr. Witt1am A. YACULLO. 


Pityriasis Rubra Pilaris in a Five Year Old. Presented by Dr. Marcus 
R. Caro and (by invitation) Dr. LaurRENcE L. Patirz. 


Parapsoriasis Guttata, with Unusually Small Lesions. Presented by Dr. 
Epwarp A. OLIVER and (by invitation) Dr. E. Lorant and Dr. A. B. 
HENNINGSEN. 


A Case for Diagnosis (Psoriasis? Lupus Erythematosus?). Presented by 
Dr. ALtBErt H. SLEpYAN (by invitation). 
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Necrobiosis Lipoidica Diabeticorum, Lesions on the Legs. Presented by 
Dr. S. RoTHMAN and (by invitation) Dr. Z. FELSHER and Dr. L. Rustin. 


Linear Scleroderma. Presented by Dr. S. RorHMAN and (by invitation) Dr. H. 
Krysa. 


Nevus Unius Lateris with Chronic Inflammation? Presented by Dr. S. 
RoTHMAN and (by invitation) Dr. E. L. LapEn. 


Marcus R. Caro, M.D., President 
Leonard F. Weber, M.D., Secretary 
March 19, 1947 


Lichen Sclerosus et Atrophicus and Rosacea with Acne and Rhinophyma 
in a 49 Year Old Woman. Presented by Dr. D. OMENs and (by invitation) 
Dr. H. Omens and Dr. J. GRAFFIN. 


Lichen Simplex Chronicus of the Vulva of Three Years’ Duration in a 
Seven Year Old White Girl. Presented by Dr. Davin V. OMENs and (by 
invitation) Dr. H. OMeENs and Dr. N. L. BAKER. 


Mycosis Fungoides d’Emblée. Presented by Dr. D. OMENs and (by invita- 
tion) Dr. H. Omens and Dr. N. L. Baker. 


A Case for Diagnosis; Postinflammatory Cystic or Keloidal Lesions of 
the Hands. Presented by Dr. H. Rattner and (by invitation) Dr. J. 
GRAFFIN. 


A Case for Diagnosis (Actinomycosis? Ecthyma?). Presented by Dr. 
M. H. Esert and (by invitation) Dr. J. GRAFFIN. 


Widespread Cutaneous Nodular Sarcoidosis with No Systemic Manifesta- 
tions. Presented by Dr. H. Rattner and (by invitation) Dr. Ropin and 
Dr. J. GRAFFIN. 


Classic Acrodermatitis Chronica Atrophicans with Involvement of the 
Palms, Atrophy, Pseudosclerodermatous Plaques and Fibromas. Pre- 
sented by Dr. M. Esert and (by invitation) Dr. V. Lear and Dr. J. GRAFFIN. 


Generalized Argyria from the Ingestion of Argyrol, One Ounce a Week 
for Five Years, to Prevent “Colds.” Presented by Dr. M. Expert and 
(by invitation) Dr. J. GRAFFIN. 


Bizarre Pigmentation, Cause Undetermined in a Pituitary Type Dwarf. 
Presented by Dr. T. CorNBLEET and (by invitation) Dr. D. CoHEen and Dr. 
N. L. Baker. 
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Kaposi’s Varicelliform Eruption in an Infant. Presented by Dr. D. V. 
Omens, Dr. S. J. ZAKoNn and (by invitation) Dr. H. OMENs and Dr. N. L. 


BAKER. 


G. V., a 4 months’ old white boy, had eczema of the face since the age of 1 week. 
Five day ago vesicles appeared on the cheeks. Physical examination disclosed 
a mildly toxic infant. The temperature ranged from 100 to 102 F. rectally. Groups 
of umbilicated vesicles situated on an erythematous base are present on the 
cheeks, chin and eyelids. There is a cluster of pinhead-sized vesicles on the tip 
of the tongue. 

The Mantoux reaction was negative; erythrocytes were 5,230,000 and leuko- 
cytes 5,150, with 30 per cent polymorphonuclear cells, 63 per cent lymphocytes, 
1 per cent eosinophils and 7 per cent monocytes. 

On March 18, 1947, a rabbit’s eye was scarified and inoculated with blister 
fluid from one of the lesions. 

DISCUSSION 


Dr. M. H. Esert: I believe that this is an instance of Kaposi’s varicelliform 
eruption. The herpetiform vesicles in this condition are of short duration because 
they are quickly erupted. The vesicles in the mouth occur in groups as they do 
in ordinary herpes. Ordinarily this eruption is associated with a considerable 
rise in temperature and with more toxemia than is present in this patient. Penicillin 
has been administered and found to be of value in reducing the toxemia. Dr. Baker 
inoculated the cornea of a rabbit with material from one of the lesions. Results 
were negative. At the present moment there is no proof that this is due to infec- 
tion with the herpes simplex virus. Had the inoculation been positive at the end 
of twenty-four hours, there would be extensive involvement of the cornea of the 
rabbit with inflammatory exudate. If the cornea is then removed and fixed with 
Zenker’s solution or mercuric chloride in alcohol, the sections will show nuclear 
inclusions in the epithelial layers at the site of the scratch marks identical with 
the inclusions that are present in the early lesions of ordinary simplex. 

Dr. Francits W. Lyncu, St. Paul: In such a case one may reasonably 
question whether the eruption is the result of virus infection or pyogenic infection 
or both. Umbilication of vesicles is seen in some superficial pyodermas and 
apparently a few such cases have been reported as of Kaposi’s varicelliform 
eruption. In one instance an epidemic of such cases was reported. In recent 
years a number of workers have demonstrated the herpetic virus in patients with 
Kaposi’s disease, but none claim it to be the only cause; pyogenic infection could 
become superimposed. 

In this case of Dr. Omens and Dr. Baker, the grouping of the lesions in the 
submaxillary area and the eruption on the tongue make me think that the condition 
is herpetic. It is odd that the patient is not more ill, as the first herpetic infection, 
even when localized, usually produces considerable febrile reaction. It may be 
possible to find the source of the infection by questioning or examination of the 
persons who had recently handled the child. In such a young child the source 
should be exogenous rather than endogenous. 

Dr. S. J. ZaKon: I saw this baby four days ago, and his temperature was 
105 F. rectally. The child was then much more toxic. When I saw him two days 
later, after two days of penicillin therapy, he had improved very much. 

Dr. J. E. Grysperc: .I would like to ask Dr. Lynch about the prognosis. 
Would you hesitate to hospitalize such a patient without isolation? 

Dr. Francis LyncH: I would not hospitalize such a patient without isolation. 
I think that herpes simplex should be regarded as an infectious disease, and on a 
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dermatologic service the patient should be isolated. I am sure that I have seen 
the infection carried by and transferred by attendants. 


Tuberculosis Colliquativa of the Sternum in an Eleven Year Old Negro 
Girl. Presented by Dr. D. V. OMENs and (by invitation) Dr. H. Omens 
and Dr. B. YAFFEE. 


Generalized Acne Scrofulosorum; Ecthyma. Presented by Dr. F. E. SENEAR 
and STAFF. 


R. S., a 4 year old Negro boy, was admitted to the Illinois Research and 
Educational Hospitals for the treatment of tuberculosis of the right hip. For six 
months a generalized eruption had been present and large ulcerations had appeared 
on both legs. 

Examination revealed numerous folliculopapular lesions distributed over the 
entire cutaneous surface but most concentrated on the extensor surfaces of the 
extremities. A few lesions exhibited central necrosis; older lesions were represented 
by slightly depressed scars, depigmented at the centers and with hyperpigmented 
borders. A fading eruption of tiny lichenoid papules was present on the sides of 
the trunk. Large granulating ulcers were noted over the anterior aspects of 
both legs. 

A bullous reaction developed after skin testing with 1: 10,000 old tuberculin. 
The report of biopsy is not yet available. 


DISCUSSION 

Dr. H. E. MicHetson, Minneapolis: It has never been clear to me why certain 
types of tuberculosis respond to roentgen therapy and others do not. For example, 
bone and most skin lesions do not respond while glandular tuberculosis and certain 
peritoneal types do. There are many other facts about glandular tuberculosis that 
are most interesting, especially the seasonal incidence. One does not see many 
patients with generalized tuberculous eruptions. Recently Schmidt wrote a good 
article on these eruptions in the German dermatology journal (Archiv fiir Derma- 
tologie und Syphilts). 


Dermatitis in Red Area of Tattoo; Reaction Positive to Patch Test with 
Ammoniated Mercury, Negative with Cinnabar. Presented by (by 
invitation) Dr. Everett T. DuNncAN and Dr. CLARK F. JOHNSON. 


Psoriasis Verrucosa, Arthropathy and Koebner’s Phenomenon. Presented 
by Dr. S. RorHMAN and (by invitation) Dr. J. McCreary. 


DISCUSSION 


Dr. Mary S. SHERMAN: It is variously estimated that 2 to 4 per cent of 
patients with symptoms of chronic arthritis have psoriasis. Conversely up to 
12 per cent of patients with psoriasis may be expected to have joint symptoms at 
one time or another. Since the joints are rarely involved severely enough so that 
operation is indicated, reports of the pathologic changes are few. 

The clinical characteristics of so-called psoriatic arthritis are well known. 
Males are affected more than females. Although any joint or combination of 
joints may be involved, the joints most commonly and characteristically trouble- 
some are the terminal interphalangeal joints of fingers and toes, and there are 
usually associated typical nail changes. It is especially noteworthy that the joint 
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manifestations do not respond to treatment directed toward the arthritis, but 
improve miraculously as the cutaneous lesions subside. 

As a rule, therefore, the arthritic manifestations subside between exacerbations 
of the cutaneous lesions and in the intervals there are usually no symptoms of 
permanent residual damage. Occasionally the joints are irritated sufficiently so 
that they do not return to normal, and there have been reports of complete ankylosis. 

In the present case arthritic symptoms appeared at the early age of 17, one 
and a half years after the onset of the cutaneous disease. The psoriasis was 
essentially untreated and grew progressively worse. During the next two and a 
half years, more and more joints became involved, and none of them improved. 
The patient had been completly incapacitated by the pain in his knees. 

The roentgenograms of this boy’s knees show little other than regional atrophy 
and beginning degenerative changes. The cartilage space is well preserved, but 
there is irregularity of the articulating surface of the patella and small osteophytes 
forming at its periphery. The roentgenograms of the hands show more typical 
changes. In the right hand the terminal two joints of the fifth finger have been 
largely destroyed and marginal absorption of the ends of the phalanges is evident. 
In the left hand similar changes are observed in the terminal joint of the long finger 
and in all the joints of the index finger. In the metacarpophalangeal joint there 
has been peripheral destruction of the articular cortex, so that only the central 
portion is visible. 

When biopsy of the right knee joint was undertaken, the cutaneous lesions 
had begun to show some improvement. Exploration of the knee joint revealed 
gross damage. There was severe synovitis which had resulted in dense adhesions. 
The synovial membrane had grown over the joint surfaces, so that the tibia 
was scarcely visible. The patella was encircled by numerous osteophytes and its 
articular cartilage was completely destroyed except for a few soft gelatinous 
remnants. What was visible of the surfaces of the tibia and femur appeared to 
be normal. This first section is from the synovial membrane. It shows the grossly 
hypertrophied villi. The most striking change is the great amount of well organized, 
vascular, fibrous thickening, with relatively few signs of inflammation, an observa- 
tion which was noted by Bauer and his associates. The blood vessels are also 
somewhat sclerotic. This is in contrast to the chronic inflammatory character of 
this synovial membrane taken from a patient with Still’s rheumatoid arthritis. 

A piece of bone and cartilage was removed from the edge of the femoral condyle 
in an area where the articulating surface looked normal, but the section reveals 
advanced changes. No articular cartilage remains. It has been entirely replaced 
by a collagenous type of fibrocartilage which contains numerous blood vessels. 
Beneath the cortex is seen a sort of chronic granulation tissue. Between these 
two the bony cortex has been thinned to a narrow plate, which in one spot is 
almost disrupted. 

It is, of course, not possible to say whether these changes are characteristic of 
psoriasis. They are certainly not like those one associates with rheumatoid 
arthritis. In fact, they are not quite like any of the known chronic arthritides. 
It will take further study before we understand how this appearance is produced 
and what it means. 


Psoriasis Verrucosa, Developing During Treatment. Presented by Dr. 
S. RorHMAN and (by invitation) Dr. L. Rusrn. 


DISCUSSION 


Dr. STEPHEN ROTHMAN: The relationship between psoriasis and arthropathia 
according to Julius Bauer is due to debility of conjugated genes. He published 
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the pedigree of a family in which some members had psoriasis, others arthritis 
and one member arthropathic psoriasis. The peculiar observations of the biopsy 
of the joints will be reported by our orthopedic department. In 1 case the 
verrucous lesions developed the second time around healing psoriatic lesions. 


Eosinophilic Granuloma. Presented by Dr. Epwarp A. OLIVER and (by 
invitation) Dr. E. Loranrt. 


M. E. C., a white man aged 42, first noticed a few reddish lesions on his face 
in January 1943. The lesions developed slowly, and the patient was kept under 
observation in a Naval dispensary. A biopsy was performed in September 1943 
and another in March 1944. On both occasions the diagnosis on pathologic 
examination was “chronic inflammation, probably mycosis fungoides.” 

From October to December 1943, he had eight roentgen irradiations at weekly 
intervals, of 75 r each. After completion of the irradiations the lesions flattened 
and changed color from cherry red to pinkish brown. However, three months 
after the roentgen therapy was completed the lesions became active again and 
have shown occasional activity to date. 

The patient now shows a quarter-sized lesion on the left cheek, another irregu- 
larly shaped quarter-sized lesion on the right cheek and a larger lesion in front 
of the right ear on the temporal region. These lesions are nonelevated and reddish 
brown and are yellowish brown on pressure with a diascope. They are not pruritic. 

The general physical examination and roentgenograms of the chest, feet and 
hands showed no evidence of pathologic changes. 

The urine was normal. Examination of the blood showed a hemoglobin content 
of 87 to 90 per cent, a color index of 0.9, an erythrocyte count of 4,500,000 to 
4,600,000 and a leukocyte count of 6,000 to 9,600, with a differential count of 48 to 
56 per cent neutrophils, 38 to 46 per cent lymphocytes and 6 per cent eosinophils. 
The sedimentation rate was 2 to 4 mm. per hour. The total protein was 6.9 mg. 
per hundred cubic centimeters of blood, with an albumin-globulin ratio of 1.7 to 1. 

In a recent biopsy histologic observations were as follows: The epidermis was 
uniform and apparently not increased in thickness. There was slight hyperkera- 
tosis. The basal cells were well preserved, with a small amount of pigment present. 

In the corium completely separated from the epidermis there were large and 
small clusters of cells as well as cellular infiltrations composed of numerous 
lymphocytes; an occasional eosinophil, a few plasma cells and a few neutrophils 
were seen also. The blood vessels and lymphatics were slightly dilated and 
presented occasional perivascular infiltrate. There was slight edema throughout 
the corium. The sebaceous and sweat glands were not especially involved. 

Histologic examination showed the epidermis to be normal. In the middle 
portion of the corium, separated from the epidermis by a narrow band of normal 
connective tissue, lay a wide horizontal band of cellular infiltrate. This cellular 
mass was densely packed; it was sharply circumscribed, and it included within its 
borders hairs and sebaceous glands. There were many eosinophilic polymorpho- 
nuclear and mononuclear cells and many lymphocytes and histiocytes and fewer 
plasma cells. 

DISCUSSION 

Dr. H. M. Butey, Champaign, Ill.: During the past eighteen months my 
co-workers and I have had the opportunity to see several cases of eosinophilic 
granuloma of the skin representing various types of eruptions. As has been stated 
in previous discussions, it is extremely difficult to find the common denominator 
for the various pictures presented in these cases. I feel, therefore, that it is some- 
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what premature to suggest common causative factors, at least not until a larger 
number of case studies have been accumulated. The case presented today is 
comparable to the case described by Pasini in 1940, and also with the case I 
presented here in November 1945. In these 3 patients the eruption started with 
macular erythema on the face, which within several months changed to a more 
or less extensive papular or nodular form. Once the lesions reached their maximum 
size, however, they maintained their clinical appearance. It is further remarkable 
that the disease did not interfere with the patients’ general health. No pathologic 
changes were found in either the lungs or the bones. Although there was a slight 
increase in the eosinophil count of the blood the disease was essentially confined 
to the skin. In all 3 cases the lesions were indolent, causing no discomfort to the 
patient.. In the patient presented today, relative lymphocytosis (30 to 40 per cent) 
was found, which, as far as I can recall, had not been noted in the other cases. 

Dr. Cart W. Laymon, Minneapolis: There have been less than a dozen cases 
of eosinophilic granuloma of the skin in the literature, and the association of 
eosinophilic granuloma of the skin and bone is extremely rare. The clinical 
picture of eosinophilic granuloma of the skin is subject to wide variations. The 
lesions may be papules, nodules or plaques which are smooth or verrucous and 
usually red, purple or brown. In the case recently reported by Dr. Lewis and 
Dr. Cormia there seemed to be an association between the eosinophilic granuloma 
and a fungous infection of the feet. These observers suggestd that possibly 
eosinophilic grauloma of the skin might be linked to allergy of infection. 

Dr. Epwarp A. OLiverR: In this case the disease was difficult to diagnose 
clinically. The patient stated that he had been treated in the Navy for mycosis 
fungoides. He had received eight roentgen treatments. I knew that it was not 
mycosis fungoides, and my first impression was that it was sarcoid. Dr. Caro 
then examined the sections for me, and his diagnosis was eosinophilic granuloma. 
Dr. Buley recently published an excellent article on eosinophilic granuloma in the 
December 1946 issue of the Journal of Investigative Dermatology. This disease 
is most difficult to diagnose clinically because it occurs in so many different forms. 
Only by a careful study of microscopic sections can one be sure of the diagnosis. 


Urticaria Pigmentosa of Recent Origin in an Adult, with No Mast Cells 
in the Section. Presented by Dr. S. J. ZaKon and (by invitation) Dr. A. L. 
GOLDBERG. 


A Case of Urticaria Pigmentosa in a Child, with Mast Cells in the Corium. 
Presented by Dr. E. A. OLIVER and (by invitation) Dr. H. F. Garrarp. 


Preauricular Sinus Congenita (Bilateral). Presented by Dr. CLeveLANpD 
J. Wurre. 


Hyperplasia of the Gums Due to the Use of Dilantin® Sodium (Diphenyl- 
hydantoin Sodium). Presented by Dr. E. M. SmirH Jr. 


DISCUSSION 

Dr. ApoLpH ROosTENBERG JR. (by invitation): Dilantin® is chemically closely 
related to the German drug nirvanol (phenylethylhydantoin). Van Wyk and 
Hoffmann (Periarteritis Nodosa, Arch. Int. Med.’ 81:605, 1948) pointed out the 
paucity of reactions seen with dilantin® and the large number seen with nirvanol, 
which is interesting considering the extremely close chemical relationship. 
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Dr. S. J. Zaxon: I wonder whether dilantin® is responsible for the hyper- 
plasia or the poor oral hygiene of epileptic persons. I had 1 case of this type 
which I referred to the dentist for oral prophylaxis, and the hypertrophy subsided 
in spite of the patient’s taking dilantin.® 

Dr. STEPHAN RotHMAN: I saw a severe generalized hemorrhagic toxic 
eruption following the use of dilantin,® but the patient did not display hypertrophy 
of the gums. 

Dr. E. M. SmitH Jr.: This patient was examined by several dentists, who 
readily agreed that the hypertrophy was a typical result of the long-continued use 
of dilantin® sodium and that such cases were moderately common in their experience. 


Dermatomyositis with Slightly Lichenified Lesions on Exposed Surfaces. 
Presented by Dr. F. E. SENEAR and STAFF. 


Lymphocytoma. Presented by Dr. O. H. Foerster, Dr. H. R. Foerster and 
(by invitation) Dr. D. M. Rucu. 


D. E., a white woman aged 38, had a “pimple” on the right lateral aspect of 
the forehead in 1938 which she picked and scratched. This became hard and 
raised and remained pea sized until 1945. Since then it has grown gradually, until 
it is now about four times its original size. In 1942 a similar lesion appeared 
suddenly on the right side of the forehead above the original lesion, and in April 
1946 a third similar lesion appeared lateral to the first one. Neither of the latter 
two lesions have changed in size or appearance. 

On the right lateral aspect of the forehead, 2 cm. above the lateral supraorbital 
margin, is a smooth, firm, cutaneous nodule, elevated about 4 mm. Two similar 
round 5 mm. lesions are also present, one 2 cm. lateral to the former lesion and 
the other 0.5 cm. above it. 

Histologic examination showed acanthosis to be present in some areas of the 
epidermis, and there was condensation in the collagen of the subpapillary layer. 
Areas of lymphocytic infiltrates together with a few plasma cells were present 
about the glandular structures and in circumscribed areas deep in the corium. 

A blood cell count (March 18, 1947) showed hemoglobin 90 per cent, leukocytes 
7,870, erythrocytes 4,590,000 and color index 1.00. The differential count showed 
65 per cent neutrophils (2 per cent nonsegmented and 63 per cent segmented), 
2 per cent eosinophils, no basophils, 30 per cent lymphocytes (large 1 per cent, 
small 29 per cent) and 3 per cent monocytes. The blood smear was normal. 


DISCUSSION 

Dr. M. R. Caro: This patient presents a condition which is difficult to diagnose 
clinically. The most obvious diagnosis clinically would be sarcoid, but on histologic 
examination these small accumulations of lymphocytic cells without any inflamma- 
tory reaction are diagnostic for lymphocytoma. In the cases reported in the 
literature there are no observations in the blood stream to make this condition of 
more serious prognosis. I recall a patient presented about ten years ago before 
this society with a lesion under the eye identical with that in the present case. 
The lesion disappeared after three or four fractional doses of roentgen rays without 
any recurrence. 

Dr. ApoteH ROSTENBERG JR. (by invitation): In the eleventh supplement to 
1943 Acta dermato-venereologica there is an article on lymphadenosis benigna 
cutis. There is a fine English summary. In lymphadenoma there are two varieties; 
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in one there are isolated lesions such as this patient apparently has. In the other 
variety there are multiple lesions, but in both the prognosis is about the same. 
There is rarely systemic involvement. An isolated cyst as this can arise at any 
age, whereas the generalized disseminated form is more often in elderly persons. 
The author expressed the belief that a variety of stimuli are etiologic. 

Dr. Harry Foerster, Milwaukee: We presented this patient chiefly because 
of the frequency with which lesions of this type are misdiagnosed when they are 
not subjected to histologic study. When first seen by us, the nodules appeared 
nevoid. The history of progressive growth with appearance of new lesions in 
recent years, one as recently as nine months ago, suggested the possibility of 
endothelioma. Sarcoid and sarcoma were also considered. 

Dr. Caro made the diagnosis of lymphocytoma and also prepared the sections 
that were shown here today. This patient received roentgen treatment about six 
weeks ago, and the lesions have been reduced about one third in size. The 
pigmentation noted was caused or intensified by the roentgen therapy. At the 
time this patient was being studied, we saw a woman with a similar lesion, and 
in the same site, which was shown to be an endothelioma on histologic examination. 


Albright’s Syndrome (Fibrous Dysplasia of Bone, Precocious Puberty 
and Café au Lait Spots). Presented by Dr. F. E. SENEAR and Starr. 


Francis W. Lynch, M.D., President 
Leonard F. Weber, M.D., Secretary 
April 16, 1947 


A Case for Diagnosis (Streptococcic Eruption on the Face? Seborrheic 
Dermatitis?). Presented by Dr. JAMES HERBERT MITCHELL and (by invi- 
tation) Dr. Ropert M. Goopwin. 


Pulsating Hemangiomas; Hepatic Cirrhosis. Presented by Dr. T. CorNBLEET 
and (by invitation) Dr. H. ScHorr and Dr. J. GRAFFIN. 


C. D., a white woman aged 52, entered a medical ward at the Cook County 
Hospital on March 10, 1947. At this time she was given the diagnosis of cirrhosis 
of the liver with jaundice and ascites. She was unable to give a history concerning 
the dermatitis of her forearms or the telangectatic lesions of her hands and face. 

Examination reveals a pulsating split-pea-sized lesion in the center of telangec- 
tasia on the right cheek. The dorsum of the left hand has four smaller pulsating 
hemangiomas with a keratotic surface. Both forearms and lower legs have a 
fairly well defined dermatitis. The abdomen and chest show prominence of the 
superficial veins, and there are numerous telangiectases. There is moderate ascites 
and icterus of the scleras. Her temperature, while in the hospital, has steadily 
dropped from 102 to 99 F. 

The Kahn reaction of the blood was negative. Repeated urinalyses revealed 
only a pronounced urobilinogen content. The examination of the blood showed 
hemoglobin 58 per cent, erythrocytes 3,100,000 and leukocytes 8,100. The icterus 
index was 25 and 14 units. The total protein was 6.1 Gm. per hundred cubic centi- 
meters, albumin 16 and globulin 4.5. 

The result of the cephalin flocculation test was 4 plus. The nonprotein nitre- 
gen was 31 mg. per hundred cubic centimeters. 
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DISCUSSION 

Dr. S. J. Zaxon: The internists recognize this as part of the signs and 
symptoms of the Chvostek Habitus (Chvostek, F.: Cirrohis of the Liver, Wien. 
Klin. Wchnschr. 35:381, 1922), in which there are ascites and jaundice, pulsating 
spider nevi and loss of body, axillary and pubic hair. This is usually observed 
in nonobstructive jaundice. 

Dr. HamiILtton MontTcoMERyY, Rochester, Minn.: My co-workers and I 
have seen a number of pulsating hemangiomas of the skin in patients referred 
by various internists in our clinic. Dr. Williams and Dr. Snall reported a 
series of these cases (Arch. Int. Med. 62:872-882 [Nov.] 1938). All the phe- 
nomena that have just been mentioned are not necessarily present. Pulsating 
hemangiomas are almost invariably associated with cirrhosis of the liver. 

Dr. THEODORE CorNBLEET: At the Cook County Hospital various clinicians 
have pointed out for years that there is a lack or sparsity of hair about the male 
abdomen and chest in the presence of cirrhosis of the liver. My associates and I 
always suspect that there is cirrhosis of the liver in such cases. In a number of 
these patients telangiectases of the chest and upper part of the abdomen and a 
few of the blood vessel enlargements can be seen, or more often felt, to pulsate. 
We have tried the newer nutritional remedies for cirrhosis of the liver, such as 
methionine and cysteine. Though some of those patients were said to be improved 
clinically and show better results in tests of hepatic function, I have never seen 
these angiomas and telangiectases disappear thereby. I have seen these lesions 
regress, however, after parturition. There is no doubt that in other cases they 
may clear spontaneously. 


A Case for Diagnosis (Lupus Erythematosus, Telangiectatic Type?). 
Presented by Dr. CLEVELAND WHITE and (by invitation) Dr. J. L. Mapura. 


Squamous Cell Carcinoma of the Penis. Presented by Dr. M. OppeNnHEIM 
and Dr. D. CoHEN. 


Mr. C. P., a Negro aged 49, has a tumor-like lesion on the penis of four 
years’ duration. There is no pain but some tenderness on pressure. The lesion 
is about the size of a half-dollar and is situated on the outside of the prepuce. 
It has an irregular configuration; in some places polycyclic with overhanging 
margins. There are yellowish crusts and scales on the surface. When these are 
removed, pressure on the tumor cause white millet-sized drops to appear. The 
lesion is indurated and of a cartilaginous consistency. There is no inflammation. 
Inguinal glands are not enlarged. 

On the glans penis there are depigmented, depressed, irregular scars with a 
smooth flat base and a slight hyperpigmentation in the periphery. This lesion 
began as a solid nodule four years ago (1943) and has progressed until the present 
time. In 1943 and in 1917 the patient received treatment for his blood. For many 
years he was a laborer on a railroad, and now he is employed in an ice cream 
factory. No history of exposure to oil is given. 

The urine is normal. The blood cell count is normal. The Kahn reaction of 
the blood was negative on April 19, 1947, and on April 20, 1947. 

Biopsy of the skin reveals acanthosis, mainly limited to the large rete pro- 
jections. The prickle cell layer is growing atypically. Little mitosis is present. 
There is a dense lymphocytic infiltration in the dendritic ramifications of the 
papillary layer. 
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Dr. S. J. ZAKon: About two weeks ago I saw a man with carcinoma of the 
penis which had been treated for syphilis for some time. I reviewed the literature, 
which is mostly in the field of urology (Melicow, M. M., and Ganem, E. J.: Can- 
cerous and Precancerous Lesions of the Penis, J. of Urol. 55:486, 1946). Early 
diagnosis is advised because of the serious prognosis. It is interesting that 
there has never been a report of a case of carcinoma of the penis in a Jew, not 
because of any racial immunity but because of early circumcision. In the Moham- 
medans, who circumcise their children at the age of 13, there is a definite incidence 
of carcinoma of the penis. With early diagnosis some patients will recover. In 
the far advanced case, even with radical amputation and removal of the regional 
glands, the prognosis is poor. 

Dr. THEODORE CORNBLEET: In a recent communication of Science (105:391 
[April 11] 1947), Plant and Kahn-Speyer mention that carcinoma of the penis 
does not occur in persons who have been circumcised in the first few weeks of 
life and is rare in those who have been circumcised in childhood or in early 
puberty. This induced them to study the carcinogenic action of smegma in mice, 
using material obtained from horses. Their work was evidently done carefully 
with suitable controls and showed that smegma is carcinogenic. 

This man’s lesion was not highly characteristic for carcinoma of the penis, 
though that diagnosis is probably correct. Epitheliomas at this site are usually 
of the squamous cell type and highly malignant. Yet the present lesion began 
four years ago and the regional lymph glands are not enlarged. 

Dr. HamILtton MontcoMery, Rochester, Minn.: I do not believe that this 
is an epithelioma histologically. There are well defined pearls but few mitotic 
figures. The cells are edematous and large, and there is an area of parakeratosis. 
I think that this is a condyloma acuminatum and not an epithelioma. As brought 
out by the first discusser, epithelioma of the penis usually grows rapidly except 
those that start on the foreskin. In cases in which there is a so-called precancerous 
stage, moist leukoplakia or erythroplasia, simple circumcision is often enough to 
prevent the lesion from becoming a frank epithelioma. I do not believe that in 
this patient amputation of the penis will be necessary. 

Dr. SturE JoHNson, Madison, Wis. (by invitation): I wonder whether the 
disease might be histoplasmosis. At Ann Arbor, Mich., I saw 2 patients with 
lesions of histoplasmosis of the genitalia. By careful search my co-workers and 
I were able to demonstrate the organisms in the tissues. Schaeffer and his group 
have also reported cases in which the lesions were present on the genitalia. Geni- 
tal involvement with Histoplasma capsulatum is not unusual. The organisms are 
usually difficult to detect in tissue and to culture. I should like to call attention 
to two articles with photographs of genital histoplasmosis: one by Palmer, 
Almolsch and Shaffer (Arco. DeRMaT. & SypuH. 45:919 [May] 1942) and the 
other by Curtis and Cawley (J. Urol. 57:781 [April] 1947). 


Dr. MAuRICE OPPENHEIM (by invitation): The site of this epithelioma is 
unusual. It is not the favorite place. The favorite site for carcinoma of the 
penis is on the inside and on the glans. The striking thing is that it has taken 
four years for it to grow to this size. 

I do not agree with Dr. Montgomery that the histologic observations are 
atypical with few mitotic figures. There is a decided inflammatory reaction sur- 
rounding the atypical epithelial growth. This carcinoma looks like the so-called 
mule-spinner cancer, which is produced by lubrication oil used in cotton mills in 
England and Scotland. 
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Against the diagnosis of condyloma acuminatum are the hard consistency, the 
broad base and the smooth surface. The unusual factor is that these cancers are 
of long duration without metastases to lymph nodes. 


Epidermodysplasia Verruciformis. Presented by Dr. Marcus R. Caro and 
(by invitation) Dr. LAuRENcE L. PALITz. 


B. G., a white girl aged 16, first had cutaneous lesions on the wrists and ankles 
at the age of 10, with gradual extension to the present distribution. There was 
some improvement each summer, but the lesions never disappeared; there were 
no subjective symptoms. There was no history of parental consanguinity. 

On the dorsal surface of the hands are patches of erythematous, raised papules 
with verrucous surfaces. On the left hand these papules extend across the 
outer side of the thumb to involve the volar surface of the thumb for a short dis- 
tance. On both hands they extend around the ulnar side of the wrists to the 
flexor surface and then along the ulnar part of the flexor surface of the fore- 
arms to the cubital fossae. There is a diffuse patch of erythematous and slightly 
hyperkeratotic dermatitis about the right axilla and also on the inner surface of 
the right arm. There are also difluse lichenified patches on the outer surface 
of the hips, more on the right side, and on the outer surface of the right 
knee, while on the front of the left knee are many small warty papules. On both 
insteps are many pea-sized, warty papules, which extend upward to the dorsal 
surface of the feet, across both ankles and along the outer side of the feet. A 
few papules are present on the dorsal surface of several toes. The skin is erythem- 
atous about the papules on the feet and ankles. There is also diffuse acne on 
the forehead, which has improved with the use of 30 per cent sulfur paste. The 
verrucous lesions have remained unchanged with local treatment and the admin- 
istration of vitamin A and paraaminobenzoic acid. 

Histologic examination of a biopsy specimen from the left wrist showed 
a thick scale in which the cornified layers were interlaced. Nuclei were absent 
except in one small area of parakeratosis. The epidermis showed irregular acan- 
thosis except for thinning beneath the parakeratotic scale. At this site the granu- 
lar layer was missing. Elsewhere the granular-layer was thickened, and in some 
cells there were small vacuoles. The corium was edematous, and it contained a 
diffuse infiltration of lymphocytes, histiocytes and connective tissue cells. In 
many places the edema and cellular infiltrate extended up into the epidermis, 
and the demarcation between the epidermis and corium became indistinct. The 
Weigert stain showed the elastic fibers to be entirely missing from the upper 
part of the corium. 

DISCUSSION 

Dr. Hamitton Montcomery, Rochester, Minn.: I would agree that this 
is an epidermodysplasia verruciformis clinically, but the histopathologic picture 
shows none of the features of this disorder; especially there is no evidence of 
vacuolization of the cells in the granular layer. This histologic picture is more 
that of acrokeratosis of Hopf. Histologically one might regard the condition 
also as a form of delayed epithelial nevus, using this term in the broadest sense. 


Dr. Marcus R. Caro: I think that clinically this case fits in essentially with 
the description of the disease in the literature. Histologically it must be granted 
that there is here less vacuolization in the granular layer than has been described. 
I recall also that in a patient shown before this society by Dr. Weber (ArcuH. 
Dermat. & SypuH. 49:217, 1944) there was some variation from the classic 
picture. I wonder whether we are not trying to classify the disease in these cases 























CHICAGO DERMATOLOGICAL SOCIETY 879 





on the basis of criteria that are a little bit too rigid. I think that the lesions in 
all of these cases are forms of tardy epithelial nevi- 


A Case for Diagnosis. Presented by Dr. Francis FE. SENEAR. 


M. S., a woman aged 75, was seen with an eruption on the arms and legs which 
had been present constantly for the past five years, without any appreciable 
change except for extension in recent years. There are no symptoms. The patient 
states that she was seen at the Billings Clinic some years ago and that a diag- 
nosis of purpura was made. She has been seen by a number of other physicians, 
and a variety of diagnoses have been suggested. 

Biopsy shows a slight degree of intracellular edema of the epidermis with 
liquefaction degeneration of the basal layer in several places. At these sites the 
blood vessels were dilated and were surrounded by a loose infiltrate of lymphocytes 
and erythrocytes, some of the cells extending up to the basal layer. Perl’s prus- 
sian blue reaction did not show any iron pigment. 


A Case for Diagnosis (Idiopathic Multiple Hemorrhagic Sarcoma 
[Kaposi] or Pigmented Purpuric Lichenoid Dermatitis?). Presented 
by Dr. O. H. Foerster and Dr. H. R. Foerster and (by invitation) 
Dr. D. M. Rucu. 


V. S., a man aged 28, is presented because of an eruption on his lower legs, 
feet and toes of three years’ duration. He stated that in 1944 the dorsal and 
lateral surfaces of his great toes showed a red-brown discoloration and elevated 
lesions. The condition remained localized until January 1946, when it extended 
to the dorsal surfaces of his feet and toes and to the lateral surface of each ankle. 
In June an apparent ulceration appeared on each side of his right ankle. These 
open lesions healed in October 1946. The eruption was first observed on his 
lower legs in November 1946. 

Examination discloses a red-brown lichenoid, diffuse, small papular eruption 
in patches on the sides of the first three toes of the left foot and the first four 
toes on the right foot, the dorsal surfaces of the feet, at the bases of the toes, 
the heels, ankles and the anterior and medial surfaces of the lower legs directly 
above the ankles. 

The result of the Rumple-Leeds test was negative. Intradermal and sub- 
cutaneous tests with congo red elicited negative reactions for amyloid. 

The examination of the blood showed erythrocytes 6,530,000, leukocytes 12,750, 
hemoglobin over 18 Gm., thrombocytes 350,000, clot retraction time 1 hour and 
20 minutes, coagulation time 10 minutes and 30 seconds and bleeding time 3 min- 
utes and 30 seconds. 

The histologic examination of a section taken from the dorsal surface of the 
right foot adjacent to the toes showed moderate hyperkeratosis and a normal 
epidermis. There was proliferation of the walls of all the vessels of the cutis. 
A moderately dense lymphocytic infiltrate was present in the upper and middle 
parts of the cutis. The iron stain showed a large amount of hemosiderin in the 
cutis. 

DISCUSSION 

Dr. Hamitton Montcomery, Rochester, Minn.: In Foerster’s case, it was 
difficult to make a histologic diagnosis. The section showed proliferation of capil- 
laries and some of the smaller venules. Some of the capillaries were open ended, 
as one sees in Kaposi’s sarcoma. There were also apparently some lymphocytoid 
cells of Marchand. Against a diagnosis of Kaposi’s sarcoma was the diffuse uni- 
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form staining of the entire section with hemosiderin rather than a spotted deposition 
of hemosiderin. There was no evidence of any tumor stage, such as fibrosarcoma. 
I believe that this is probably an early stage of Kaposi’s sarcoma both clinically 
and histologically. One must bear in mind that Kaposi’s sarcoma can progress 
slowly, just as mycosis fungoides may remain in an early plaque stage simulating 
parapsoriasis for a period of many years. 

Dr. STEPHEN ROTHMAN: The patient presented by Dr. Senear was seen in 
the University of Chicago Clinics by Dr. Stenhouse and myself in 1943. At that 
time the tentative clinical diagnosis of Majocchi’s disease with hypertension was 
made. The biopsy specimen did not show extravasation of blood or blood pig- 
ment. I believe that the eruption has not changed much in the last four years, 
and it is remarkable that the hypertension, too, is rather benign and stationary. 

Gottron in Germany stressed the point that Majocchi’s purpura is always asso- 
ciated with either polycythemia or hypertension. I do not know whether this 
has ever been confirmed, but the association of a widespread telangiectatic eruption 
with hypertension certainly is remarkable. 

Dr. F. E. SENEAR: Several years ago I observed 2 cases; 1 patient was shown 
before this society and originally presented the somewhat mammalated appearance 
that this patient showed on the leg. Histologically the lesions in both cases were 
typical of Kaposi’s sarcoma. 

Dr. Harry R. Foerster, Milwaukee: In our case we had considered the 
possibilities of Kaposi’s idiopathic hemorrhagic sarcoma, amyloid disease and 
lichenoid pigmentary dermatosis and, on clinical grounds, decided in favor 
of the last named. Dr. Montgomery made a histologic diagnosis of Kaposi’s 
sarcoma without having seen the patient. MacKee and Cipollaro reported a case 
of Kaposi’s sarcoma in which only inflammatory manifestations were present, 
which is in accord with Dr. Webster’s comment. I am inclined to agree with him. 
Our patient observed his first lesions three years ago. These lesions were confined 
to the feet, particularly the dorsa of the toes, for almost three years. In January 
1946, the eruption extended to the dorsum of each foot and to the ankles, and during 
the last five or six months lesions have appeared on the legs. Today he shows 
lesions that have developed since our first examination of him six weeks ago. 
These lesions are more of a purpuric type. The dark red in this case contrasts 
with the orange in Dr. Caro’s case, which I thought was an example of Scham- 
berg’s disease. In Schamberg’s or Majocchi’s disease I have not seen the papular 
infiltrate exhibited by our patient, nor have I seen a case of Kaposi’s sarcoma 
with so little infiltration. I therefore favored a diagnosis of pigmented purpuric 
lichenoid dermatitis. 


Extensive Morphea. Presented by Dr. S. RorHMAN and (by _ invitation) 
Dr. L. Rusin. 


Eosinophilic Granuloma: Progress with High Voltage Roentgen Therapy. 
Presented (by invitation) by Dr. M. Pierce and Dr. S. RorHMAN. 


Since this patient was presented originally at the Chicago Dermatological 
Society, in February 1947, further search for a positive agent in cultures from 
biopsy specimens, inoculation into guinea pigs and on bacteriologic mediums have 
failed to reveal the presence of an organism. 

On February 28, a biopsy of the skull lesion in the right parietal bone was 
made. The histologic picture of this lesion was similar to that found in the 
granulomatous lymph node tissue. The microscopic report was as follows: The 
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tissue fragments were made up for the most part of large acidophilic or nonfoamy 
macrophages. These had large irregular-shaped nuclei with indistinct nucleoli. 
They contained a moderate amount of cytoplasm. Many of these macrophages 
were binucleated, and there was some infolding of the nuclear membrane. Scattered 
among these cells were a moderate number of eosinophils, more numerous in some 
of the fragments. There were also a few smaller cells with dark nuclei, which 
presumably were lymphocytes. There were a few multinucleated giant cells, some 
of these containing vacuoles or slitlike spaces. A stain for fat (sudan IV) revealed 
that a moderate number of the macrophages contained small or moderate-sized 
fat droplets, or lipoprotein granules, most of which were not anisotropic. Blood 
lipid studies showed no elevation of the total blood lipids or blood cholesterols. 

Therapy consisted of external irradiation, massage and physical therapy to 
correct the fibrosis in the cervical region. Before admission to Bobs Roberts 
Hospital, the child had received a total of 2,593 r between Jan. 13, 1939 and June 
12, 1945. Since June 14, she has received forty-three treatments to seventeen 
cutaneous lesions, totaling 1500 r with single doses of 300 to 500 r. She has 
experienced no radiation sickness. She improved progressively. The lesions are 
gradually regressing, and at present there are no discharging areas. She has 
gained 27 to 30 Kg. in weight since admission. The retraction of her head has 
improved to some degree. The patient is now to be discharged from the hospital 
and will be followed in the outpatient department. 


Eosinophilic Granuloma. Presented by Dr. Epwarp A. OLiver and (by invita- 
tion) Dr. E. Loranrt. 


M.E.C., a white man aged 42, was presented at the March meeting. He is 
presented today to show the effect of treatment. 


DISCUSSION 

Dr. H. M. Butey, Champaign, Ill. (by invitation): These 2 cases illustrate 
again that there are various etiologic entities in eosinophilic granuloma. In both 
cases there is symptomatic involvement which would not be present in many other 
cases. The improvement following roentgen ray treatment is remarkable. In the 
case I observed roentgen rays had no effect. I saw the patient two weeks ago, and 
the lesions were practically as I saw them two years ago. 

Dr. AsHton L. WE su, Cincinnati (by invitation): I wish to report further 
on the patient that my co-workers and I observed in Cincinnati, who was treated 
in the same fashion as this one. His improvement was as striking as was the 
improvement in Dr. Oliver’s patient. He now has fewer lesions, has gained weight 
and is considerably improved. His spleen, which was palpable before roentgen 
therapy was begun, is still palpable but decidedly smaller. The few small palpable 
lymph nodes that he had before roentgen therapy are still palpable and have been 
only slightly reduced in size. They were chiefly around the neck and in one axilla. 
We have been carefully watching this man, and I cannot help feeling that this 
syndrome is a little different from other forms of lymphoblastoma, if it is a 
lymphoblastoma, particularly in that the toxic or “id” reactions in this syndrome 
are so pronounced. Low voltage roentgen rays administered to various skin areas 
in the man we treated produced little change, as in Dr. Oliver’s case. 

Dr. HAMILTON MONTGOMERY, Rochester, Minn.: Eosinophilic granulomas of 
the skin should be differentiated from eosinophilic granulomas of the skin and 
bone. A series of articles appeared in the February 1947 issue of THE ARCHIVES. 
Eosinophilic granuloma of the skin may be of various types, including pseudo 
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Hodgkin’s or lymphoblastoma type and the type described by Lewis, which seemed 
to be on an allergic basis and simulated changes seen in periarteritis nodosa. In 
the case of eosinophilic granuloma of the bone reported by Curtis there were 
elevated granulomatous cutaneous lesions. I saw a patient today with ulcerative 
lesions with decided changes in the bones of the skull which makes the disease in 
this case similar to Hand-Schiller-Christian’s disease and Letterer-Siwe’s disease. 
My co-workers and I have observed a patient with multiple small granulomatous 
lesions with similar cystic lesions and rarefaction in the bones. In another case 
in which our original diagnosis was histiocytoma, there were multiple small 
nodular lesions in the skin resembling xanthoma and bony lesions subsequently 
developed in the mandible. Farber of Boston groups eosinophilic granuloma of the 
skin, Letterer-Siwe’s disease and Hand-Schiiller-Christian’s disease together as 
variants of the same process and regards any evidence of deposition of fat in the 
tissue as a secondary degenerative phenomenon. He therefore would differentiate 
these conditions from xanthomatosis and diseases of lipid metabolism. Some years 
ago, however, Weidman reported a case of xanthoma disseminatum in association 
with Hand-Schiiller-Christian’s disease, and there are other such cases in the litera- 
ture so that the exact classification of eosinophilic granuloma of the bone and skin 
remains to be determined. 


Noduloulcerative Syphilid of the Chest Wall. Presented by Dr. HERBERT 
RATTNER and (by invitation) Dr. H. Roprin and Dr. N. L. BAKER. 


Ulceronodular Syphilis of the Abdomen. Presented by Dr. James R. WeEs- 
STER and (by invitation) Dr. J. GRAFFIN. 


A Case for Diagnosis (Pyoderma Faciale?). Presented by Dr. THEODORE 
CorNBLEET and (by invitation) Dr. D. CoHEN and Dr. J. GRAFFIN. 


Bromoderma, Granulomatous and Acneform. Presented by Dr. Davmn V. 
Omens and (by invitation) Dr. Harotp D. Omens and Dr. J. GRAFFIN. 


A Case for Diagnosis (Blastomycosis? Bromoderma?). Presented by 
Dr. Francis E. SENEAR and staff. 


Lymphangiectasis of the Vulva. Presented by Dr. HERBERT RATTNER and (by 
invitation) Dr. H. Ropin and Dr. N. L. BAKER. 


A Case for Diagnosis (Lichen Striatus? Nevus?). Presented by Dr. THEODORE 
CoRNBLEET. 


A Case for Diagnosis (Meleney’s Ulcers or Pyoderma Gangrenosum?). 
Presented by Dr. THEODORE CORNBLEET and (by invitation) Dr. H. SHorr 
and Dr. N. L. BAKER. 


Squamous Cell Epithelioma at the Site of Old Lupus Vulgaris Which Had 
Been Treated with Roentgen Rays. Presented by Dr. THEODORE CORNBLEET 


and (by invitation) Dr. Davin CoHEN. 


Pityriasis Lichenoides of Juliusberg. Presented by Dr. E. A. OLtver. 
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Parapsoriasis Guttata (Pityriasis Lichenoides Chronica). Presented by 
Dr. STEPHEN RoTHMAN and (by invitation) Dr. Z. FELSHER and Dr. R. SNApp. 


Pityriasis Lichenoides Chronic Varioliformis. Presented (by invitation) by 
Dr. MAuRIcE OPPENHEIM and Dr. W. A. YACULLO. 


Pityriasis Lichenoides et Varioliformis Acuta. Presented by Dr. Epwarp A. 
OLIVER and (by invitation) Dr. A. B. HENNINGSEN. 


Lupus Miliaris Disseminatus Faciei. Presented by Dr. Epwarp A. OLIVER 
and (by invitation) Dr. H. F. GARRARD. 


Sarcoidosis; Cutaneous Lesions of Boeck and Darier-Roussy Type. Pre- 
sented by Dr. Francis E. SENEAR and staff. 


A Case for Diagnosis (Acrodermatitis Atrophicans Chronica?). Presented 
by Dr. Francis E. SENEAR and staff. 


A Case for Diagnosis (Keratosis Pilaris?). Presented by Dr. M. H. Expert 
and (by invitation) Dr. Vera LEarF. 


Pustular Psoriasis. Presented by Dr. M. R. Caro, Dr. STEPHEN ROTHMAN 
and (by invitation) Dr. R. Snapp. 


Cicatrizing Alopecia. Presented by Dr. Davin V. Omens and (by invitation) 
Dr. Harotp D. OMENS. 


Leukemia Cutis. Presented by Dr. Francis E. SENEAR. 


Francis W. Lynch, M.D., President 
Leonard F. Weber, M.D., Secretary 
May 21, 1947 


A Case for Diagnosis (Erythrasma?). Presented by Dr. T. CorNBLEET and 
(by invitation) Dr. H. ScHorr and Dr. J. GRAFFIN. 


Granuloma Inguinale Treated with Streptomycin. Presented by Dr. M. H. 
Esert and (by invitation) Dr. N. BAKER. 


O. N., a Negro aged 46, has been ill for fifteen years. He has been a bed 
patient in the Cook County Hospital for the past twenty-eight months. He 
was admitted in January 1945 with extensive ulceration of the inguinal areas, 
scrotum and perineum. Smears of these areas showed Donovan bodies. From 
July 1946 to February 1947 he was treated with podophyllum solution (20 per cent 
in liquid petrolatum) with some improvement. On April 18 treatment with 
streptomycin was begun and given for one month, 120,000 units every three 
hours. The process on the inguinal areas and scrotum has healed; on the 
perineum there is still a small ulcer (3 by 5 cm.). 
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DISCUSSION 
Dr. Robert Barton, Dubuque, Iowa (by invitation): Since 1946 at the 
Chicago Intensive Treatment Center 9 patients with granuloma inguinale have 
been treated with streptomycin. In every case the lesions disappeared within 
forty-five days after treatment was instituted. In 3 of the cases there have been 
relapses. Streptomycin as my co-workers and I have used it may or may not 
cure granuloma inguinale, but to date it is the most effective drug for that disease. 
The pattern in Dr. Ebert’s case conforms to that in ours. After treatment was 
stopped the lesions continued to heal without additional therapy. The patients 
returned perhaps a month or two later with the lesions completely gone. It appears 
that once treatment is given, the effects are protracted. 


Werner’s Syndrome (Progeria of Adults). Presented by Dr. T. CorNBLEET 
and (by invitation) Dr. D. CoHEN and Dr. J. GRAFFIN. 


Pigmented Purpuric Lichenoid Dermatitis. Presented by Dr. T. CornBLEET 
and (by invitation) Dr. D. CoHEN and Dr. N. L. BAKER. 


T. B., a white man aged 30, has had purplish spots on the legs and dorsum of 
the feet for two years. These are asymptomatic. In January 1945 the right 
testis and epididymis were removed because of tuberculosis. 

On both legs, mainly on the anterior aspect, there are lichenoid purpuric 
papules. Similar lesions are present on the dorsa of the feet, in groups. There 
are pigmented macules, 2 to 5 mm. in diameter, among the papules of the legs 
and dorsa of the feet. 

Roentgenogram of the chest reveals a soft fuzzy infiltration in the right 
apex. Biopsy by Dr. Caro showed Gougerot-Bloom’s disease. 


DISCUSSION 
Dr. H. E. MicHELson, Minneapolis: Pautrier said that if we wish to 
advance dermatology, it would be well if we eliminated ten names a year 
instead of adding ten new ones. Following his suggestion, I would like to 
eliminate the name Gougerot-Bloom’s disease now. Sooner or later, we must 
decide that all of these diseases that are characterized by localized hemosiderosis 
are one and the same thing and differ only in their extent and their localization. 
Gracing them with long names is one of the troubles that dermatology has had 
to contend with for many years. 


Scrofuloderma; Pott’s Disease and Retrosternal Abscess. Presented by 
Dr. T. CorNBLEET and (by invitation) Dr. H. Schorr and Dr. N. L. BaKker. 


A Case for Diagnosis (von Recklinghausen’s Disease?). Presented by 
Dr. I. M. FetsHeEr, Dr. Juttus E. Ginssperc, Dr. A. SLEPYAN and (by 
invitation) Dr. I. ErrinBerc. 


Mrs. L. P., a well nourished, well developed, Negro woman aged 49, was 
first seen at Mandel Clinic, Michael Reese Hospital, on May 15, 1947. On the 
left buttock and left thigh there are present two large, well circumscribed tumors 
measuring 4.5 by 3 inches (11 by 7 cm.) and 7 by 3 inches (18 by 7 cm), 
respectively. These tumors have been present since birth but have caused the 
patient no difficulty with the exception of occasional discomfort when pressure 
is applied. 
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The tumors are extremely flaccid, lobulated and pendulous. The skin covering 
them appears lighter and atrophic and at the periphery of the lesions is filled 
with giant comedos. On palpation the lesions are firm and nodular. 

Microscopic sections taken from the edge and center of the lesion show 
hyperkeratosis, deep brown pigmentation of the basal layer, flattening of the 
rete processes and some hyperplastic sebaceous glands containing comedos. The 
corium is replaced by a tumor mass of connective tissue cells containing many 
small blood vessels. There are numerous mast cells present. With the Van Gieson 
stain, the tumor tissue is essentially the same color as that of normal collagen. 
The orcein stain shows absence of elastic fibers throughout the tumor. 





Lesions on the buttock and thigh of patient with diagnosis of von Reckling- 
hausen’s disease. 


Granuloma Fungoides, D’emblée. Presented by Dr. THEODORE CORNBLEET. 


F. S. K., a white man aged 74, presents mushrooming tumors on the right 
wrist and posterior hair line. Near the scalp lesion and on the left ear lobe 
there are several infiltrated plaques that are sharply outlined and of various 
sizes. There is itching. The lesions appeared eight months ago. There were no 
preceding lesions of any kind or any itching. The patient was in the hospital 
about the time of onset of the skin changes. 


Mycosis Fungoides Treated with Sodium Paraaminobenzoic Acid. Pre- 
sented by Dr. James H. MITCHELL. 


Mrs. L. McC., aged 52, was first seen on Jan. 18, 1945, with a huge exuding 
tumor on the left ramus of the jaw. There had been a generalized pruritic 
eruption for the past two years. Various lesions of the type on the left cheek 
had appeared and had healed spontaneously with scarring. 


A clinical diagnosis of mycosis fungoides was made and confirmed by biopsy. 
Intensive roentgen ray treatment was given to the point of tolerance on various 
occasions with good immediate response. Intramuscular injections of chaulmestrol 
were begun on Jan. 28, 1947, which were followed by an intense generalized toxic 
eruption. 
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At the suggestion of Dr. Arthur Curtis, treatment with sodium paraamino- 
benzoic acid was begun March 29; tablets, 2 Gm., were taken every three hours 
during the waking hours. The clinical improvement has been spectacular. 


DISCUSSION OF TWO PRECEDING CASES 


Dr. HAMILTON MONTGOMERY, Rochester, Minn.: With respect to Dr. Mitchell’s 
case, the photograph of the patient shows a definite reaction apparently to 
chaulmestrol which I have been using for some time in cases of mycosis fungoides 
but with, on the whole, indifferent results. There have been 1 or 2 cases in which 
striking improvement occurred. Dermatitis from the use of chaulmestrol is an 
unusual occurrence. 

Dr. A. C. Curtis, Ann Arbor, Mich.: Two months ago, at the meeting here, 
Dr. Mitchell asked whether I could suggest anything that might be of value in 
his 2 cases of mycosis fungoides. In both cases the roentgen response had been 
exhausted. I suggested that he might try para-aminobenzoic acid. Dr. Zarafonetis, 
a member of our medical department, and I have been using sodium para- 
aminobenzoate in the treatment of some of the lymphoblastomas. Because of its 
relation to the local anesthetics we thought that it might have some value in 
certain of the lymphoblastomas. Our patients received 2 Gm. of the sodium salt 
every two hours around the clock. Dr. Mitchell gave 2 Gm. of the acid every 
three hours around the clock. Some of our patients had a Herxheimer reaction 
characterized by redness and burning of the lesions. The reaction would subside, 
and often the lesions would disappear. The first patient we treated was something 
like the one Dr. Mitchell showed today, a woman with a psoriasiform type of 
mycosis fungoides. The effect of roentgen rays had long been exhausted. She 
also improved rapidly on treatment. The drug is by no means innocuous. It has 
many disadvantages when given in large doses. One is that it produces glycosuria, 
which seems to be related to a lowering of the renal threshold because the 
patient often has blood sugar values that are relatively low, 40 or 50 mg. per 
hundred cubic centimeters. In 1 patient with psoriasis hypoglycemia of such 
severity occurred that treatment with the drug had to be stopped. Some patients 
have nausea and some fatigue. In 1 case we had to stop use of the drug because of 
the Herxheimer-like effect. How it acts and whether its reaction will be sustained 
have not been determined. 

Dr. H. E. MicuHetson, Minneapolis: My co-workers and I have tried urethane 
in Kaposi’s sarcoma with no effect. We did have some effect with nitrogen mustard. 
We also had temporary results with nitrogen mustard in mycosis fungoides. 

Dr. STEPHEN ROTHMAN: It was interesting to note in this case that, while 
the premycotic lesions were highly pruritic, the tumors themselves do not itch. 
In my experience this is the rule. Pruritus is present as long as there is a 
defense reaction of the skin against the deposition of foreign cells. After the 
infiltrating tumor has established itself and started unlimited growth, itching 
subsides. : 

The experience with nitrogen mustards in Billings Hospital has been that 
about in 50 per cent of the cases of Hodgkin’s disease the cutaneous manifestations 
react favorably. The practical significance of this therapy is that it is effective 
in cases in which the beneficial effect of roentgen rays has been exhausted. 
However, the final outcome has not been changed so far. 


Dr. Epwarp A. OLIVER: With reference to Dr. Cornbleet’s patient, I have 
watched the man for the last seven years. He has been a constant attendant in 
our clinic at Northwestern University, and we have always presented the case as 
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one of psoriasis of the plaque type. Itching is present, but I have seen Negroes with 
psoriasis who do have considerable pruritus. He gets worse and gets better. | 
examined the slides, and I do not believe that one could make a diagnosis of 
mycosis fungoides from them. 

Dr. ADOLPH ROSTENBERG (by invitation): What percentage of cases of 
parapsoriasis en plaque become cases of mycosis fungoides? 

Dr. Hamitton MontTcoMERY, Rochester, Minn.: In a fairly large series of 
cases that I studied with Burkhart (Arch Dermat. & SypuH. 46:673-690, [Nov.] 
1942), we came to the conclusion that parapsoriasis remains as such and does not 
eventuate in mycosis fungoides. Mycosis fungoides may start out looking like 
parapsoriasis and remain as such for many years, but when the cases are studied 
in the early parapsoriatic-like stage histologic changes of mycosis fungoides are 
already demonstrable, including clumping of cells, pyknosis, karyorrhexis and 
multiplicity of cell types in the infiltrate. Dr. Sweitzer and his associates have 
presented a case of supposed parapsoriasis many times in the course of the last 
fifteen years. Dr. Madden obtained numerous specimens of biopsy from the 
beginning, about fifteen in number. Two thirds of these biopsy specimens revealed 
definite features of mycosis fungoides, and I anticipate that this patient eventually 
will have all the clinical features of that disorder. 

Dr. S. W. BEcKER: I distinctly remember the late Professor Bloch saying 
that Brocq had abandoned the term erythrodermie pityriasique en plaque dis- 
seminée. He said that he no longer held to the belief that there was a type of 
parapsoriasis to which he gave this name. 

Dr. Otto H. Foerster, Milwaukee: There now are perhaps about a dozen 
undisputed cases of parakeratosis variegata on record. The disease in several of 
the original cases, when seen again at a later time by Unna, was found to have 
undergone a clinical change and was recognized by him as mycosis fungoides. 

Dr. THEODORE CORNBLEET: The initial lesion that my patient showed was 
a well developed tumor, which classified his disease as the d’emblee variety. Sub- 
sequently there was regression to the second, or infiltrative, stage with extensive 
lesions. Thus various stages may be present simultaneously, and their mode of 
evolvement and progression may follow different patterns. A patient at the 
Cook County Hospital was treated recently with the relatively new nitrogen 
mustard method. In a disease with a course as capricious as mycosis fungoides 
it is difficult to be sure, but this form of therapy seemed to have hastened this 
particular patient’s death. An autopsy was made, and the heart, liver and other 
viscera were found to have heavy infiltrates with characteristics of granuloma 
fungoides. Some of the newer fission products may improve the prognosis in 
the lymphoblastomas, though thus far they have not done what could not be 
achieved with the older radiation modalities. 


Sarcoidosis. Presented by Dr. S. RorHMAN and (by invitation) Dr. E. L. Laven. 


M. H., a Negro woman aged 31, is a seamstress whose illness began in 1942 
with a nodular lesion on her left upper arm. This increased in size, and new 
lesions appeared on her face, right arm and left leg in the intervening years. 

In 1943 she suffered from short-lasting attacks of pain in the left ankle and 
knee. This disappeared spontaneously after ten months. In November 1946, she 
noted swelling of the proximal phalanx of the third finger, right hand. This has 
become progressively worse. 

The patient was seen by the Chest Department of the University of Chicago 
Clinics in February 1945. Results of tuberculin skin tests with dilutions of 
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1:1,000, 1:100 and 1:10 and undiluted tuberculin were all negative. A roent- 
genogram of the chest showed moderate enlargement of the hilar lymph glands 
bilaterally. Results of laboratory studies in 1945, including urinalysis, complete 
blood cell count, serologic reactions, and serum protein, were all essentially normal. 
No skeletal lesions were found in 1945. 

The patient was seen in the Dermatology Clinic on May 13, 1947. Examination 
revealed multiple nodules and plaques on the face, extensor aspects of the arms and 
the left leg. These lesions are firm and elastic to touch. Many of the face lesions 
are depigmented. The plaquelike lesions show a tendency toward central involution 
with a spreading border. The lesions are dull brown to purplish. Enlargement 
of the proximal phalanx of the third finger of the right hand was noted. A 
roentgenogram of the hand showed widening of the base of this phalanx. The 
medullary spaces are widened with intervening thin trabeculae. The cortex is intact. 

Treatment with vitamin D. (drisdol®), 150,000 units daily, was started on 
May 13, 1947. On May 16 she noted a flare-up of the cutaneous lesions with 
subjective throbbing sensations. When seen on May 20, the flare-up had partially 
subsided, but some swelling was still noticeable. 

A biopsy specimen of a cutaneous lesion showed mild acanthosis of the epidermis. 
The dermis contains a dense infiltrate consisting of lymphocytes, epithelioid 
cells and a few polymorphonuclear leukocytes. In the deeper part of the corium 
there are well defined nests of infiltrate surrounded by connective tissue. Vascular 
dilatation and some connective tissue degeneration are present. 


DISCUSSION 


Dr. H. E. MicHEtson, Minneapolis: I think that Negro patients having what 
is known as sarcoidosis should be observed in a most thorough manner to 
determine whether this uniform condition as seen in Negroes is the same as 
sarcoidosis in white persons, which might enable one to find out whether sarcoidosis 
is or becomes tuberculosis. I have tried vitamin Dz in 5 patients, with the dosage 
used in lupus vulgaris, and have seen no appreciable results. 

Dr. ArTHUR C. Curtis, Ann Arbor, Mich.: Although sarcoid is a clinical 
entity, I do not think that it is an etiologic one, unless one wishes to consider 
that perhaps a chemical compound is its cause. This may be illustrated in the 
work originally done by Florence Sabin, when she began her work on fractionation 
of the tubercle bacilli. She injected each fraction into animals, and_ sarcoid 
lesions developed in those receiving the phosphatide. Further work has been done 
by others. The late Dr. Gardner, of Saranac Lake, insufflated animal lungs with 
silica dioxide and obtained typical sarcoid lesions. Later Dr. Allon in Toronto 
repeated Gardner’s work and obtained the same results but noted considerable fat 
in the sections. He then extracted these lungs with a solvent, removed the silica 
and reinjected the silica-free material into animals and again obtained sarcoid-like 
lesions. This work indicates that silica may be an etiologic factor in sarcoid; 
silica produces the phosphatide which Sabin showed to be the chemical substance 
capable of producing sarcoid in animals. 

Not long ago a young man was seen with a typical sarcoid lesion of the face, 
proved by biopsy. Dr. Weller saw a few particles of silica in this lesion. The 
next time I saw the patient I learned that two years previously he had been 
in an automobile accident and thrown out of his car, abrading his cheek on a 
gravel road. I think that his sarcoid was due to silica ground into his cheek by 
the accident. 

Dr. Michelson said that he has used vitamin De without success. That is not 
my experience. The patients my co-workers and I have selected have had extensive 
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sarcoidosis, much as Dr. Rothman presented today, where there was involvement 
of bone, lymph glands and skin. We have studied the cases extensively by biopsy, 
chemical studies and roentgenogram. In this series, to be presented before the 
Society of Investigative Dermatology, many showed striking improvement with 
vitamin Dz and dihydrotachysterol therapy. 

Dr. STEPHEN RoTHMAN: I agree with Dr. Curtis that sarcoid structure 
has a multiple etiology, sarcoid leprosy, sarcoid syphilis and foreign-body sarcoids 
being important examples. Still, there is a rather well defined entity of “sarcoidosis” 
with characteristic involvement of skin, bone, eyes and lungs, and evidence is 
accumulating that this disease is of tuberculous origin. The “positive anergy” to 
tuberculin and the tuberculin-neutralizing properties of the blood serum are 
present in such high percentage in our material that it must be regarded as 
highly characteristic for this condition. 

Dr. ArtHUR C. Curtis: I did not intend to leave the impression that 
sarcoidosis is not a clinical entity. I think that it is. Nor did I mean that silica 
or a foreign body reaction is a common cause of sarcoidosis. There are some 
cases in which it may be the etiologic factor. 


Familial Keratosis Pilaris with Monilethrix-like Anomaly of the Hair 
in Fourth Generation, Maternal Side. Presented by Dr. S. RorHMAN 
and (by invitation) Dr. R. J. StTanwoon. 


Dermattis Herpetiformis. Potentiated Effect of Pyribenzamine-Sulfa- 
pyridine Combination. Presented by Dr. S. RorHMan and (by invitation) 
Dr. J. H. McCreary. 

DISCUSSION 

Dr. STEPHEN ROTHMAN: In this case tripelennamine hydrochloride (pyri- 
benzamine®) acts not because it is an antihistaminic drug, but because it contains 
the pyridine nucleus. The therapeutic result in this case has been strikingly good. 

Dr. ZACHARY FELSHER (by invitation): There seems to be a relation, at least 
in some cases of dermatitis herpetiformis, between the presence of the pyridine group 
in the drug and its beneficial action. In 2 of our cases of dermatitis herpetiformis 
both nicotinamide and pyridium® (phenylazo-alpha-diaminopyridine monohydro- 
chloride) appeared beneficial. Both drugs contain pyridine groups. The disease 
in one of these cases was absolutely refractory to sulfapyridine, yet responded to 
nicotinamide and pyridium.® In 2 other cases sulfapyridine caused complete clear- 
ing of the eruption, but nicotinamide and pyribenzamine® had no effect. In a 
fifth case none of the pyridine-containing drugs worked at all. I do not know the 
reasons for this discrepancy. 

In 1 of our cases of dermatitis herpetiformis which was completely controlled 
by sulfapyridine, 300 mg. of paraaminobenzoic acid daily was given simultaneously 
to note whether this drug would interfere with the action of the sulfapyridine 
as it does in bacterial infections. There was no interference with the beneficial 
action of the sulfapyridine. Perhaps this points to the possibility that the action of 
sulfapyridine in dermatitis herpetiformis is different from its action in bacterial 
infections. 

Dr. Asuton L. WELSH, Cincinnati (by invitation): I did not see the patient 
under discussion, but I am interested in what has been said about the use of 
sulfapyridine in dermatitis herpetiformis. In the last year my co-workers and 
I have treated a number of patients who had dermatitis herpetiformis with 
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sulfapyridine. Several interesting observations have been made. Apparently large 
amounts of sulfapyridine are usually unnecessary to control the reaction if pyri- 
benzamine® is given simultaneously. The 4 to 7 tablets of sulfapyridine daily can 
often be reduced to 1 tablet a day if pyribenzamine® is given at the same time. 
It was our experience that pyribenzamine® alone has not been very helpful. It has 
not been helpful in preventing the outcropping of skin lesions. Another group 
of 10 patients who had dermatitis herpetiformis were treated with sulfapyridine 
and paraaminobenzoic acid simultaneously. They were given as much as 100 mg. 
of paraaminobenzoic acid daily. We observed in only 2 of these 10 patients some 
inhibition of the action of the sulfapyridine. In the other 8 there was no apparent 
inhibition of this action. It appears that in dermatitis herpetiformis sulfapyridine 
has some action on the causative bacteria which is different from the action usually 
attributed to this drug on the bacteria involved in other diseases. The para- 
aminobenzoic acid alone may have some favorable action in dermatitis herpeti- 
formis, but to date we have not treated patients who had dermatitis herpetiformis 
with this drug alone. This should and will be done to control the study already 
mentioned. Suggesting some unusual action of the sulfapyridine on the bacteria 
in dermatitis herpetiformis is the fact that in many instances only 1 tablet daily, 
or 1 every other day, was necessary to control this problem. This has not been 
an observation with this drug in other diseases. 

Dr. ApoLPH ROSTENBERG JR. (by invitation): I could not make a diagnosis 
of dermatitis herpetiformis. In order to evaluate the therapeutic result one should 
be sure of the diagnosis. I do not know that it was a papular eczema. It started 
eight years ago. 

Dr. STEPHEN ROTHMAN: Many of the outstanding New York dermatologists 
who saw this patient did not diagnose dermatitis herpetiformis because the patient 
displayed no vesicles. However, after we had done a patch test with potassium 
iodide, the patient had a rather characteristic vesicular eruption. Dr. O’Leary 
saw the patient at that time and agreed with the diagnosis of dermatitis herpeti- 
formis. A few characteristic grouped vesicular lesions are still present. 


Kaposi’s Sarcoma in a 50 Year Old White Man with Tumors on the Toes. 
Presented by Dr. Epwarp A. OLIVER and Dermatology Staff. 


A Case for Diagnosis (Exfoliative Dermatitis or Pityriasis Rubra Pilaris?). 
Presented by Dr. Jutrus E. Ginspure and (by invitation) Dr. I. Err1nBEre. 


A Case for Diagnosis (Glossy Skin? Morvan’s Disease? Possible Radio 
Dermatitis?). Presented by Dr. JAMES HERBERT MITCHELL and (by invi- 
tation) Dr. Ropert H. Harris. 


Generalized Mycosis Fungoides of Six Years’ Duration. Presented by Dr. 
Epwarp A. OLIVER and Dermatology Staff. 


Acrodermatitis Chronica Atrophicans. Presented by Dr. I. M. FELSHER and 
Dr. A. SLEPYAN and (by invitation) Dr. I. ErrInBere. 


Alopecia Areata Totalis Associated with Hypothyroidism; Regrowth of 
Hairs. Presented by Dr. S. RorHMan and (by invitation) Dr. Z. FELSHER 
and Dr. L. Rustin. 
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Acrodermatitis Chronicus Atrophicans. Presented by Dr. JAMES HERBERT 
MITCHELL and (by invitation) Dr. Ropert H. Harris. 


A Case for Diagnosis (Sarcoid? Syphilis?). Presented by Dr. Epwin M. 
SMITH JR. 


Supernumerary Breasts in Axillas (with a Nipple [?] on One Only). Pre- 
sented by Dr. I. M. FELSHER and Dr. A. SLEPYAN and (by invitation) Dr. 
I. ErRINBERG. 


Von Recklinghausen’s Disease (Neurofibromatosis). Presented by Dr. 
Francis E. SENEAR and Staff. 


Prurigo Nodularis. Presented (by invitation) by Dr. Ropert C. RANQUIST. 


Erythema Induratum and Papulonecrotic Tuberculid. Presented by Dr. 
MicHaEL H. Epert and (by invitation) Dr. ALLEN S. PEARL Jr. 


A Case for Diagnosis (Leprosy?). Presented by Dr. Epwarp A. OLIVER and 
Dr. SAMUEL M. BLUEFARB. 


Lichen Planus with Atypical Microscopic Picture? Lichenoid Toxic 
Eruption. Presented by Dr. STEPHEN ROTHMAN and (by invitation) Dr. 
R. H. Snapp. 


Erythema Figurata Perstans or Tinea Superficialis Squamosa. Pre- 
sented (by invitation) by Dr. MAurtcE OppENHEIM and Dr. WILLIAM A. 
YACULLO. 


Parapsoriasis en Plaques Limited to Flexural Areas. Presented by Dr. 
Epwarp A. OLIvER and Dermatology Staff. 


A Case for Diagnosis (Glossitis Rhombica Mediana of the Brocq-Pautrier 
Type?). Presented by Dr. James R. WEBSTER. 


A Case for Diagnosis (Parapsoriasis en Plaques? Premycotic Mycosis 
Fungoides?). Presented by Dr. Ratpo H. Scutt. 


A Case for Diagnosis (Pemphigus?). Presented by Dr. D. V. OMENs and 
(by invitation) Dr. Harotp D. Omens and Dr. J. GRAFFIN. 


Chronic Discoid Lupus Erythematosus—Persistent Despite Treatment for 
Thirty-Four Years. Presented by Dr. James R. WEBSTER, Dr. SAMUEL 
BLuEFARB and (by invitation) Dr. J. GRAFFIN. 


Scleroderma. Presented by Dr. Davin V. OmENs and (by invitation) Dr. B. 
Yarre and Dr. Harotp D. OMENs. 


A Case for Diagnosis (Granuloma Telangiectaticum?). Presented by Dr. 
THEODORE CORNBLEET and (by invitation) Dr. H. ScHorr and Dr. B. YAFFE. 
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A Case for Diagnosis (Mycosis Fungoides? Psoriasis?). Presented by 
Dr. JAMES R. WeEssTER, Dr. SAMUEL BLUEFARB and (by invitation) Dr. 
N. BAKER. 


Superficial Epithelioma on Sacral Area with Basal Epithelioma near the 
Anus. Presented by Dr. THEODORE CoRNBLEET and (by invitation) Dr. D. 
CoHEN and Dr. J. GRaFFIN. 


A Case for Diagnosis (Acrodermatitis Chronicus Atrophicans). Presented 
by Dr. MicHaEt H. Esert and (by invitation) Dr. M. S. KaceEn. 


Nodular Leukemia Cutis in a 14 Month Old Boy; Duration Eight Months. 
Presented by Dr. MicHaEt H. Epert and (by invitation) Dr. N. L. Baker. 


Syringocystoma. Presented by Dr. MicHaEL H. Eserr and (by invitation) 
Dr. N. BAKER. 


Francis W. Lynch, M.D., President 
Leonard F. Weber, M.D., Secretary 
June 18, 1947 


Adenoma Sebaceum. Presented by Dr. T. CorNBLEET and (by invitation) 
Dr. H. Scuorr and Dr. J. GRAFFIN. 


R. S., a Negro woman aged 23, as a child had frequent episodes of “spasms” 
which may have been epileptic-like in nature. She finished the seventh grade in 
school at the age of 19 years, and she works as a dishwasher. 

On May 22, 1947, she entered a medical ward at Cook County Hospital with 
acute rheumatic fever. Subsequently, she had a spontaneous pneumothorax, 
which is gradually disappearing. 

Examination reveals an eruption limited to the face which is predominantly 
on the central portion, chin and eyelids. The lesions consist of dark brown papu- 
lar nodules varying from a few millimeters to 1 cm. Neurologic examination 
revealed no abnormalities. Fundoscopic examination has not yet been completed. 

The Kahn reaction of the blood was negative. Urinalysis showed albumin (1 
plus). The examination of the blood showed hemoglobin 66 per cent, erythro- 
cytes 3,530,000, leukocytes 5,600, with a normal differential count, and nonprotein 
nitrogen 22 mg. per hundred cubic centimeters. The sedimentation rate was 40 
mm. per hour. 

The roentgenogram of the chest originally showed a left total pneumothorax; 
at present there is a 30 per cent residue. The roentgenogram of the ankles 
showed no abnormalities. The histologic section from a nodule of the cheek is 
presented. 

DISCUSSION 

Dr. M. R. Caro: I agree with the diagnosis both clinically and histologically. 
Histologic examination showed a fibromatous type of tumor rather than hyper- 
plasia of sebaceous glands. 

Dr. Ropert M. B. MacKenna, London, England (by invitation): It was 
clearly shown in this case that the lesions are not present to any great degree 
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on the upper lid. Epithelioma adenoides often attacks the upper lid, and adenoma 
sebaceum spares it. 


Contrast Sweating Above and Below Line of Paraplegia. Presented by 
Dr. T. CornBLEET, Dr. H. Scuorr and Dr. N. L. BAKER. 


H. C., a Negro aged 25, was a patient at the Hines veterans’ hospital from 
March 6, 1946 to January 1947. He complained of pain in the right leg and in 
the lower thoracic part of the spine, of four years’ duration. A laminectomy was 
done May 26, 1946, and a lesion was encountered at the level of the ninth thoracic 
vertebra which appeared to be an intramedullary cord tumor. He was transferred 
to the Cook County Hospital Jan. 20, 1947, where he complained of profuse 
sweating of the entire upper half of the body. Injections of atropine sulfate 
afforded relief for two to three hours. 

Physical examination showed complete flaccid paralysis of the lower extremi- 
ties. Pain and pressure sense are diminished on the lower part of the abdomen 
and lower extremities. There is no profuse sweating of the face, neck, upper 
extremities or trunk. There are follicular keratoses of the sternum and other 
areas on the trunk. 

The urine contained albumin (1 plus) and many white blood cells. The Kahn 
reaction of the blood was negative, and the blood cell count was normal. The 
spinal fluid contained 330 cells per cubic millimeter, and the protein was 3,500 
mg. per hundred cubic centimeters. 

A roentgenogram taken after injection of opaque material indicated a complete 
block at the level of the ninth thoracic vertebra. 


DISCUSSION 

Dr. STEPHEN RorHMAN: This is a good example of hyperhidrosis of organic 
central nervous system origin. On the patient’s back there are beginning signs of 
prickly heat, showing that softening of the horny layer and plugging of the pores 
occur in hyperhidrosis irrespective of whether it is peripheral or central in 
origin. 

Dr. THEODORE CORNBLEET: The patient presents all the changes in some 
areas that have been described for miliaria induced by heat. Above the point 
of laminectomy and paraplegia there is excessive sweating; below there is exces- 
sive dryness. The plugging of sweat pores and the changes that follow in 
miliaria are here reduplicated. Thus it is excessive sweating itself which leads 
to cornification at the sweat duct orifices. Heat is not necessary for the produc- 
tion of the syndrome, except in so far as it stimulates increased sweating. 


A Case for Diagnosis (Seborrheic Dermatitis). Presented by Dr. THEODORE 
CorNBLEET and (by invitation) Dr. D. Coen and Dr. N. L. BAKER. 


Cutaneous Blastomycosis; Therapeutic Result. Presented by Dr. F. E. 
SENEAR and staff. 


W. S. C., aged 57, was referred to the Department of Dermatology, Illinois 
Research and Educational Hospitals, in October 1946 with the diagnosis of 
blastomycosis, proved by biopsy. Examination revealed an irregularly circinate 
plaque at the left commissure of the mouth, extending laterally on the cheek for 
about 8 cm. The lesion was sharply marginated and had a precipitous border and 
a mammillated, somewhat elevated, crusted surface. A few microabscesses were 
visible in the border, and the central portion of the lesion had healed, leaving a fine 
pinkish scar. 
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Roentgen irradiation, in a total dose of 2,085 r, has been administered, along 
with potassium iodide orally in a maximum daily dose of 90 minims (about 6 
cce.). The lesion has cleared except for four small crusted areas at the periphery. 


Blastomycosis. Presented by Dr. Epwarp A. OLIvEeR and Dr. J. M. McCusKeEy. 


The patient is a dairy operator and handles powdered milk. The lesions 
appeared about four weeks ago. 

At present there are twelve nodular lesions on the face and the back of the 
neck, varying in size from that of a split pea to that of a hazelnut. The lesions 
are erythematous, boggy and studded with pinpoint to pinhead-sized yellow 
pustules, especially at the periphery. On the right hand, there is a deep, ery- 
thematous, indurated mass, the size of a hen’s egg. 

Microscopic examination of material from the periphery of the lesions showed 
Blastomyces. 

DISCUSSION OF PREVIOUS TWO CASES 


Dr. Otiver S. OrMsBy: Years ago, when we had foreign guests, it was 
possible within a short period to bring in several patients with blastomycosis 
for demonstration. Such cases are now comparatively rare. There was a time 
when I had 100 cultures grown from 100 different patients. Dr. MacKenna 
can get no idea about what blastomycosis looks like by seeing the patients pre- 
sented today. One patient was cured with efficient treatment, and the other did 
not have typical lesions. The skin lesions in a typical case are classic. They 
occur in plaques with elevated margins and a superficial smooth scar in the 
center. The margin of the lesion slopes and contains true abscesses in which 
Blastomyces are found. The cases of systemic disease are different. My 
co-workers and I had the privilege of reporting the first one in 1903, in which 
the lesions were clinically and symptomatically blastomycosis. The lesions in 
that case consisted of subcutaneous abscesses, ulcerations and nodules. We 
proved that the skin lesions came by way of the circulation. At that time a large 
number of patients with systemic blastomycosis died—at least 50 per cent of the 
patients with systemic disease died. The course was like that of severe pellagra 
some years ago. I was in London when the disease was being discussed in this 
country, and the London men were much interested. It was not until 1907, 
when many physicians from abroad were here to attend the international congress, 
that we were able to demonstrate to our foreign guests that blastomycosis was 
an entity—they thought it was syphilis. I am sorry that Dr. MacKenna did not 
see an example of the American variety of the disease. 

Dr. STEPHEN ROTHMAN: We will have the opportunity to demonstrate a 
case of extensive American blastomycosis to Dr. MacKenna tomorrow in Billings 
Hospital. Dr. Senear’s patient has shown remarkable response to therapy. In 
cases with widespread lesions the initial therapeutic effect of iodides is always 
impressive, but it takes years for them to clear up. The lesions heal rapidly in 
the center but spread peripherally. The supporting effect of local roentgen 
irradiations is rather modest. Local application of fungicides is ineffective, in 
spite of their fair fungicidal action on Blastomyces in vitro. We have not seen 
any beneficial effect of vaccine therapy. Apparently cases with small simple 
lesions are easier to manage. 

Dr. M. J. Reuter, Milwaukee: In Dr. Senear’s case there is still some 
activity around the borders of the lesions. In resistant plaques such as this, I 
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have been destroying the lesion with diathermy, at the same time giving the 
patient large doses of potassium iodide by mouth. 

Dr. THEODORE CORNBLEET: The surgeons think that the dermatologists’ 
approach to the treatment of cutaneous blastomycosis with medical measures 
is inadequate, inefficient and a loss of time. They believe, at least some of them, 
that the lesions should be excised and the defects grafted. They believe that 
even large areas are better treated with such a direct attack. Their view is 
that as long as the disease is superficial breadth of area involved is a secondary 
consideration. 

Dr. Fred BEcKER, Duluth, Minn.: Some investigators have expressed the 
belief that, prior to iodide therapy for systemic blastomycosis, a cutaneous test 
with a Blastomyces vaccine should be performed. If the result is positive, it 
denotes allergy and desensitization must be performed, with gradually increasing 
doses of the vaccine until this positive cutaneous sensitivity is eliminated. Then 
only should iodine therapy be instituted. They cited several cases in which 
giving iodides produced rather disastrous results in a patient highly sensitive 
to the vaccine. 

Dr. STEPHEN ROTHMAN: I understood that vaccine was required as initial 
therapy in cases with hypersensitivity to iodides and that the vaccine therapy was 
supposed to desensitize to iodides. I wonder whether these observations have 
been corroborated. In our case with no iodide sensitivity, vaccine therapy had no 
effect whatsoever although the patient shows strongly positive cutaneous reactions 
to the vaccine. 

Dr. ApoLpH ROSTENBERG JR. (by invitation): I have had no firsthand 
experience treating blastomycosis. As I understand Conant and his colleagues, 
a patient with systemic involvement who is allergic to a blastomycosis vaccine 
may have a spread of the blastomycosis if he is given iodides. If the vaccine is 
given first some kind of immunity develops, so that the patient is subsequently 
able to take iodides. The present immunologic point of view regarding dis- 
eases such as blastomycosis has altered considerably. Primarily through the 
work of Dr. Rich at Johns Hopkins Hospital it has been realized that there is 
dissociation between so-called immune phases and the hypersensitive phases of a 
disease and not, as originally stated, that hypersensitivity is a way station on the 
road to immunity. This makes it questionable whether anything is accomplished 
from the point of view of immunity by desensitization in the tuberculin type of 
sensitization. Possibly one succeeds only in abolishing or reducing the skin 
reaction. 

Dr. F. E. SeneaR: Dr. Ormsby recommended that arsphenamine therapy 
be employed when patients who had been receiving iodides for blastomycosis 
failed to show further progress and that after this procedure, with the use of 
but a few injections, the blastomycosis would again become responsive to iodide 
therapy. 

While I believe that American blastomycosis is not seen as frequently now 
as in the past, there has been a change in the clincal appearance of this disorder. 
My co-workers and I have recently seen several patients with cutaneous mani- 
festations from systemic blastomycosis, and in these instances a considerable 
number of widely scattered lesions have developed spontaneously. About three 
years ago, I had, in the space of four months, 3 patients in this category. The 
organism is readily demonstrable in lesions of this type. We have also seen in 
recent years a larger number of patients with the deep-seated furunculoid, or cold 
abscess, type of lesion. 
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Kaposi’s Sarcoma. Presented by Dr. JAMes H. MitcHett, Dr. RALPH ScuLL 
and (by invitation) Dr. B. YAFFE. 


Hidrosadenitis Suppurativa, Acne Vulgaris and Acne Conglobata, 
Dr. E. E. SENEAR and staff. 


Pustular Psoriasis, Healed After Tobacco Juice Soaks. Presented by 
Dr. STEPHEN ROTHMAN and (by invitation) Dr. J. H. McCreary. 


S. J., a housewife aged 57, was presented at the Chicago Dermatological 
Society meeting of Oct. 16, 1946. The diagnoses suggested were pustular 


Pustular psoriasis treated with tobacco juice soaks. A, before treatment. 8B, 
after treatment. 


psoriasis and acrodermatitis continua. She had been hospitalized at the Albert 
Merritt Billings Hospital from June 12 to October 22 for observation and 
treatment. 


The patient was discharged from the hospital, unimproved, one week after 
the presentation, to be followed as an outpatient. While at home, on her own 
initiative, she soaked her hands in hot tobacco juice six to eight times a day. 
The juice was prepared by boiling tobacco in water for two minutes. Each 
soaking lasted five to ten minutes. Within one week considerable improvement 
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was seen in all the treated lesions, and almost complete cure of the hands and 
fingers was achieved in four weeks. 

Dr. Edward Laden of our department could not demonstrate any antibiotic 
effect of the tobacco juice in vitro. 


Dermatitis Repens; Therapeutic Result. Presented by Dr. F. E. SENEAR and 
staff. 


E. L., aged 63, has been a patient on the dermatology service, Illinois Research 
and Education Hospital, since October 1946, with the diagnosis of dermatitis 
repens, affecting the first and second toes of the right foot. On a previous admis- 
sion intractable pain associated with a similar eruption on the left foot had neces- 
sitated amputation up to the middle of the thigh. During the present period of 
hospitalization the following therapeutic agents were tried without noticeable 
improvement: penicillin parenterally in large doses, sulfonamide drugs, staphy- 
lococcic toxoid, wet dressings of silver nitrate, potassium permanganate and benz- 
alkonium chloride, tyrothricin dressings, streptomycin ointment and _ repeated 
lumbar sympathetic blocks. The most recent treatment has included a course 
of sulfapyridine by mouth and roentgen irradiation (twelve doses of 50 r, given 
twice weekly, terminating on May 12, 1947). No improvement was_ noted. 
Immediately after application of compound tincture of benzoin ointment was 
started (May 28), oozing and crusting disappeared and epithelization began. 
At present there is only a small area of dry healing granulations at the tip of 
the great toe. 


Pustular Psoriasis, Treated with Tobacco Juice Soaks. Presented by 
Dr. STEPHEN RoTHMAN and (by invitation) Dr. J. C. McCreary. 


M. K., a white housewife aged 53, was admitted to Albert Merritt Billings 
Hospital May 18, 1947, presenting widespread psoriasis of forty-eight years’ 
duration. Approximately fifteen years ago the palm of the right hand became 
pruritic and then pustular. Some of the joints of the hand stiffened. Later the 
tips of the fingers and toes became red, swollen and full of pustules. Some nails 
were shed. Repeated cultures failed to grow bacteria. There have been remis- 
sions with improvement, of several years’ duration, but never complete healing. 
The present flare-up began four months prior to admission. 

In the past, various methods of therapy had been tried, including local appli- 
cations of tyrothricin, penicillin, nitrofurazone, chloresium, ammoniated mercury, 
tar, roentgen irradiations, systemic administration of arsenic and vitamin B com- 
plex and a fat-free diet. 

. Examination revealed well circumscribed, erythematous, partly crusted and 
partly hyperkeratotic patches on the scalp, trunk and upper and lower extremities. 
The hands and toes showed subcorneal pustulation and crusting. The right hand 
showed atrophy and contractures., Both hands had stiffened interphalangeal 
joints. Some finger nails and toe nails were missing; others were rudimentary. 

Wassermann and Kahn reactions of the blood were negative. The urine was 
normal. Examination of the blood revealed 12,800 leukocytes. The differential 
count was normal. Hemoglobin was 12.8 Gm. Erythrocyte cells numbered 
3,370,000. Blood lipids and cholesterol were normal. The results of the sternal 
bone marrow examination was normal. The basal metabolic rate was + 2 per 
cent. A roentgenogram of the hands showed moderate arthritic changes involv- 
ing the interphalangeal joints. The electrocardiogram showed a tendency to 
left axis deviation. 
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Biopsy of left knee joint capsule showed no abnormalities. Biopsy of the skin 
showed changes typical of pustular psoriasis. 

While the patient was in the hospital, fever therapy was employed four times, 
with typhoid vaccine given intravenously (each reading 102 F.) with no effect. 
On June 4 the patient started soaking one finger in hot tobacco juice. Within 
three days the swelling had gone and the finger had so improved that the patient 
was encouraged to soak the right hand. Treatment has been continued in the 
following manner: The tobacco is boiled for two minutes in water. The hands 
are soaked in the heated extract for thirty minutes, four to six times a day. The 
solution should be as warm as the patient can tolerate without burning. 


DISCUSSION 

Dr. S. W. Becker: I think that the disease in all these patients is of the 
acrodermatitis continué type rather than the pustular psoriasis type. The woman 
with the lesion on the arm shows a definite atrophy following healing, which rules 
out psoriasis. The results from the bizarre treatment are certainly remarkable. 

Dr. F. E. SENEAR: We have had this subject up here so often that nearly 
everything is repetitious. I would like to agree with Dr. Becker that the disease 
in these cases, at least the cases of extensive disease, is of the acrodermatitis 
continué type rather than pustular psoriasis. I think that anyone would point out 
these lesions on the forearm as being a point against acrodermatitis continué, but 
the lesions on the tips of the fingers with the extensive undermining of the periphery 
are suggestive of the Hallopeau type. 

Dr. Rospert M. B. MAacKEnna, London, England (by invitation): I agree 
with everything Dr. Senear has said. Most of my colleagues would regard these 
as acrodermatitis continué type of lesions and not pustular dermatitis. 

Dr. STEPHEN ROTHMAN: The patient started this treatment on her own. 
She heard about it from neighbors. The tobacco is boiled for two minutes only. 
Our main purpose in showing these patients was to ask the members of this society 
to send more patients to us for testing the efficacy of this method with fractions 
of the tobacco juice in order to isolate the active compounds. Of course, we shall 
need a number of patients with pustular psoriasis and with acrodermatitis Hallopeau 
to carry out this work. 


Lupus Vulgaris Improved with Vitamin D:. Presented by Dr. F. E. SENEAR 
and staff. 


Lupus Miliaris Disseminata Facei; Improvement from Treatment with 
Vitamin D2. Presented by Dr. HArotp SHELLOw. 


Fox-Fordyce Disease; Relief with Testosterone. Presented by Dr. F. E. 
SENEAR and staff. 7 


Congenital Syphilis; Second and Third Generation. Presented by Dr. JAMEs 
H. MitTcHEtt and Dr. RALPH SCULL. 


Lipomelanotic Reticulosis (Pautrier-Woringer Disease). Presented by Dr. 
STEPHEN RorMaN and (by invitation) Dr. M. J. ScHERBER and Dr. E. L. 
LADEN. 

R. L., aged 63, was admitted to St. Joseph Hospital in Chicago on April 30, 

1947, with the complaints of swelling, redness and weeping of the skin of the 
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entire body of one year’s duration. This ailment started with a pruritic dermatitis 
on the ankles and elbows, which the patient attributed to contact with brick and 
lime dust. In a few months it had spread to involve the entire body. He was 
treated with local applications and injections with only temporary relief. During 
the first six months of the illness the patient lost 26 pounds (12 Kg.) in weight. 

In March 1947, the patient suffered an acute abdominal episode, which was 
interpreted as thrombophlebitis of the mesenteric veins, followed by generalized 
peritonitis. 

On admission to the hospital in April, there was diffuse erythema, swelling 
and oozing of most of the body. The face and large flexures displayed lichenifica- 
tion. Pruritus was intense. There was generalized lymphadenopathy with single, 
hard, enlarged lymph nodes. The tongue was beefy red and infiltrated; grayish 
plaques were present between the soft and hard palate. The patient was afebrile. 

The acute manifestations of the dermatitis were checked by local applications. 
When the patient was seen by the consulting dermatologist at this time the 
impression was erythroderma due to some lymphoblastomas. 

Laboratory examinations revealed negative serologic reactions, normal urine, 
erythrocytes 4,000,000, hemoglobin 10.5 Gm. and leukocytes 21,000, with 69 per 
cent polymorphonuclear cells, 13 per cent lymphocytes, 9 per cent eosinophils, 
2 per cent monocytes, 1 per cent basophils and 6 per cent stab cells. Plasma 
proteins were 6.5 Gm. per hundred cubic centimeters, albumin 2.8 Gm. and globulin 
3.7 Gm. per hundred cubic centimeters with a ratio of 1: 1.3. Sternal puncture 
showed hyperplasia of neutrophil precursors and a decrease in percentage of 
erythroblasts. The left shift of neutrophil precursors was not pronounced enough 
to permit a diagnosis of myelogenous leukemia. It was thought to be a leukemoid 
reaction. Biopsy of the skin and lymph node was performed. The microscopic 
skin sections showed chronic inflammation with a great number of melanophores 
and large pale cells with vesicular nuclei. In the lymph node specimen the cortex 
is infiltrated by large pale cells, eosinophils, numerous pigmented cells and some 
polymorphonuclear and plasma cells. 

During his hospital stay the patient had two attacks of septic thrombophlebitis 
with positive blood cultures of hemolytic Staphylococcus albus, each time recover- 
ing after penicillin and dicumarol® therapy. 

The pruritus was greatly relieved by roentgen irradiations. Several blood 
transfusions were given. 


During the observation period there has been a conspicuous darkening of the 
skin leading to the now prevailing color shade. The leukocyte count has varied 
between 10,000 and 25,000. The relative lymphocytopenia has become progressively 
worse, down to 6 per cent lymphocytes with 88 per cent polymorphonuclear cells 
and a leukocyte count of 17,200. 


DISCUSSION 


Dr. Hamitton Montcomery, Rochester, Minn.: I wonder whether a new 
name is needed or whether this should be called a new disease. One sees deposition 
of melanin pigment in the lymph nodes in a great many inflammatory conditions, 
in association with lymphoblastomas, in psoriasis and also in conditions in which 
there is excess pigment in the skin. In the case presented today the second biopsy 
simply revealed a nonspecific dermatitis ; in other words, this man had an exfoliative 
dermatitis or generalized erythroderma without evidence of lymphoblastoma. 
There is increased pigment in both the skin and the lymph nodes. 

Dr. Apo_tpH ROSTENBERG Jr. (by invitation): As I understand this term, it 
does not really designate a cutaneous diagnosis. It is purely a pathologic term. 
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Hurwitt (J. Invest. Dermat. 5:197 [Aug.] 1942) reviewed all the lymph nodes taken 
out at the Mount Sinai Hospital, New York. There is a reticulum and histiocytic 
cell replacement of the lymphocyte in the lymph node. It is purely a benign process 
and is not related to lymphoblastoma. Hurwitt also criticized the term Pautrier- 
Woringer disease and used the name dermatopathic lymphadenitis. About a year 
later there was an article by Larkin and his co-workers (J. Pediat. 24:442 [April] 
1944) on this same syndrome, with reference particularly to infantile eczema. He 
pointed out that involvement of the lymph nodes is not uncommon in infantile 
eczema and that these nodes can have a resemblance to those seen in Hodgkin’s 
disease. He warned against confusion with manifestations in Hodgkin’s disease 
because this condition is benign. 

Dr. S. W. BEcKER: I have been of the opinion that this reaction was of a 
nonspecific variety. Someone, some months ago, said that the pathologist at Cook 
County Hospital considered it a definite entity. 

Dr. S. M. Biuerars: The original article on lipomelanotic reticulosis was 
written by Pautrier and Woringer in 1932 (Bull. Soc. frang. dermat. et syph. 
39:947, 1932). They described 6 cases in which the three cardinal signs were 
exfoliative dermatitis, superficial generalized lymphadenopthy and pigmentation of 
the skin. At that time no specific causative factor was mentioned. In a second 
communication in 1940 Pautrier and Woringer described a case of generalized 
erythroderma in which typical lesions of mycosis fungoides developed and in which 
the original lymph node biopsy showed the appearance of lipomelanotic reticulosis 
and a subsequent one a reticulum cell proliferation found in mycosis fungoides. 
They suggested that there might be a causal relationship between the two condi- 
tions. At the February 1945 meeting Dr. Oliver (ArcH. DERMatT. & Sypu. 
54:621 [Nov.] 1946) showed a case of generalized erythroderma with lipomelanotic 
reticulosis. Several months later the patient died of mycosis fungoides. 

There appear to be several schools of thought regarding the outcome of this 
disease. Dr. Rostenberg just mentioned the benignity of this disease. I believe 
that Robb-Smith of England also favors the concept of a benign condition as the 
patients in the 3 fatal cases in his series appeared to die from intercurrent disease 
rather than from the skin condition (Brit. J. Dermat. 56:107 [May-June] 1944). 
However, I do not believe that the disease in all these cases can be considered 
benign and that one should give a guarded prognosis because in a certain per- 
centage of these cases one of the lymphoblastomas will develop. 

Dr. STEPHEN ROTHMAN: I share the skeptic attitude of Dr. Montgomery 
concerning the assumption that this is a separate entity. On the other hand, the 
microscopic picture of the lymph nodes is not one of banal chronic inflammation, 
because the infiltration is invasive; neither does the picture correspond with that 
of any of the known lymphoblastomas. When first seen, this patient had erythro- 
derma with lichenification. 


Mycosis Fungoides Treated with Sodium Paraaminobenzoic Acid. Pre- 
sented by Dr. James H. MiTcHELL. 


Mrs. L. McC., aged 52, was presented at the meeting of May 21. At the 
suggestion of Dr. Arthur Curtis, treatment with sodium paraaminobenzoic acid 
was begun March 29, 1947. Tablets of 2 Gm. were taken every three hours during 
the waking hours. The clinical improvement was at first spectacular, but there 
has been little change in her condition in the past month. 
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DISCUSSION 

Dr. JAMES H. MitcHet_: The patient was shown last month, and I asked her 
to come here especially for examination by Dr. MacKenna. I might say that since 
she was last presented she has made less progress than she made previously. Dr. 
Ormsby pointed out that many different medicaments could improve mycosis 
fungoides temporarily, and perhaps this medicament will fit in with what Dr. 
Ormsby has said. I have another patient treated by the same method and a 
third one with leukemia. It remains to be seen whether we have anything worth 
while. 


NotEe.—The patient with lymphatic leukemia died without making a satisfactory 
trial of the medicament. The other 2 patients are still doing well. 


A Case for Diagnosis (Alopecia Areata? Atrophic Glossitis? Acquired 
Anhidrosis?). Presented by Dr. Francts W. Lyncu. 


Miss G. L., aged 24, first had a dermatologic condition at the age of 14, when she 
had a febrile illness, possibly rheumatic fever, followed by a generalized eruption 
which was first regarded as scarlet fever. The eruption recurred three times, 
accompanied with fever and followed by exfoliation. After the last febrile attack 
the exfoliation continued, accompanied with pyogenic infection especially on the 
hands, feet and scalp, resulting in loss of the nails and alopecia. There was also 
otitis, conjunctivitis and gingivitis. About that time the skin on the chest and 
abdomen became inflamed and was wiped off easily, leaving a moist red surface 
which subsequently healed. The patient was bedridden seven months. She lost 
67 pounds (30 Kg.) in weight. 

Subsequently there has been persistent alopecia which is almost total. There 
is photophobia and a severe refractile error. There was amenorrhea for one year, 
but the menses again became normal. During hot weather she perspires slightly 
and becomes weak, and her temperature rises to 103 F. or more. 

The family history is normal except that one sister had eczema in infancy. The 
patient has had occasional urticaria. 

The scalp is almost bald, with some occipital hair remaining. There are a 
few hairs in the lashes and brows; the body and extremities are without hair. The 
bulbar conjunctivas are slightly red and the palpebral conjunctivas show some pale 
areas and other inflamed areas. (They previously were treated by electrosurgery.) 
The tongue presents superficial atrophy. The left buccal mucous membrane shows 
an irregular area of thickening and possibly scarring. All the nails are atrophic 
and deformed. The palms and soles are dry and appear to be scarred. The 
extremities are smooth and hairless, and the skin of the legs is thin. There are 
numerous irregular brown macules on the face and hands. 


DISCUSSION 


Dr. S. W. BEcKER: This is an odd case. It started out at the age of 14 
when the patient had a severe febrile reaction, during which she lost her hair. I 
suppose it was on a systemic basis. Later she had a recurrence of the generalized 
eruption, which she said looked like scarlet fever. It recurred a great many times. 
She had a severe crusting eruption of the scalp. She obviously has a certain 
amount of cutaneous scarring, which I presume resulted from the inflammatory 
reaction. She lost not only her hair but her finger nails as well. Her tongue is 
somewhat atrophic, and I thought that there was a little leukoplakia on the tongue 
and buccal mucosa. The palms and soles were peculiar in that she had fungated 
keratoses which were a little suggestive of an arsenical keratosis. I questioned 
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her closely but could get no history of the ingestion of arsenic. I simply think 
that we have to decide whether this entire picture should be included in a single 
dermatologic entity, which I rather doubt at present. 

Dr. Hamitton Montcomery, Rochester, Minn.: I thought this was a case 
of congenital defect. She has a flat nose. You could not call it a congenital 
ectodermal defect with the changes in the tongue, but we have seen cases of endo- 
dermal and ectodermal changes merging together. She did not have changes in 
the teeth but had changes in the palms that might indicate an ectodermal defect, 
as would the changes in the neck. In addition she has apparently had a dermatitis 
which does not belong with that picture. I would suggest that her family history 
be investigated. 

Dr. Francis W. Lyncu, St. Paul, Minn.: I thought of the possibility of an 
ectodermal defect, but the mucosal changes were too great. The family history is 
normal as far as could be learned on brief questioning. 


Darier’s Disease (Keratosis Follicularis); Improvement Following Vita- 
min A Therapy. Presented by Dr. S. J. ZAKon and (by invitation) Dr. 
A. L. GOLDBERG. 


A Case of Keratosis Follicularis with Cutaneous, Mucous Membrane and 
Nail Changes. Presented by Dr. CLEVELAND J. WHITE and (by invitation) 
Dr. Rosert H. Harris. 


A Case for Diagnosis (Drug Eruption? Neurotic Excoriations? Cutane- 
ous Tuberculosis?). Presented by Dr. D. V. OMENs and (by invitation) 
Dr. H. D. Omens and Dr. J. GRAFFIN. 


A Case for Diagnosis (Sarcoidosis?). Presented by Dr. M. H. Eserr and 
(by invitation) Dr. ALLEN PEARL. 


Sarcoidosis. Presented by Dr. STEPHEN ROTHMAN and (by invitation) Dr. 
EpwarpD LADEN. 


Multiple Neurofibromatosis of Von Recklinghausen. Presented by Dr. 
THEODORE CORNBLEET and (by invitation) Dr. D. CoHEN and Dr. J. GRAFFIN. 


Multiple Neurofibromatosis. Presented by Dr. Epwarp A. OLIVER and staff 
of Hines Hospital. 


Rupial Syphilid. Presented by Dr. D. V. Omens and (by invitation) Dr. 
Harotp D. Omens and Dr. N. L. BAKER. 


Secondary Syphilis and Granuloma Inguinale (?). Presented by Dr. 
James R. WEsSTER and Dr. S. M. BLUEFARB and (by invitation) Dr. N. L. 


BAKER. 


Chronic Urticaria Due to Intestinal Organisms, “Giardia Lamblia”; 
“Cure” Following Treatment with Quinacrine Hydrochloride. Pre- 
sented by Dr. James H. MitTcHELL and (by invitation) Dr. Rosert H. 


HarrIis. 
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Folliculitis Decalvans (?). Presented by Dr. James H. MitcHe tt and Dr. 
Rospert H. Harris (by invitation). 


Folliculitis Decalvans. Presented by Dr. F. E. Senear and staff. 
A Case for Diagnosis (Leprosy?). Presented by Dr. F. E. SENEAR. 


Linear Lichen Planus. Presented by Dr. James H. MircHett and Dr. RALPH 
ScuLL and (by invitation) Dr. BERNARD YAFFE. 


Epidermolysis Bullosa. Presented by Dr. F. E. SENEAR and staff. 


Widespread Morphea with Acute Development. Presented by Dr. STEPHEN 
RoTHMAN and (by invitation) Dr. Louris Rusin. 


Two Cases for Diagnosis (Unrelated) ; (Lichen Sclerosis et Atrophicus?). 
Presented by Dr. THEODORE CORNBLEET. 


Eosinophilic Granuloma. Presented by Dr. Epwarp A. OLiverR and (by 
invitation) Dr. E. Loranr. 


Pityriasis Rubra Pilaris. Presented by Dr. S. RorHMaN and (by invitation) 
Dr. J. H. McCreary. 


Eczema Vaccinatum. Presented by Dr. F. E. SENEAR and staff. 


A Case for Diagnosis (Secondary Vaccinia [Autoinoculation]). Presented 
by Dr. F. E. SENEAR and staff. 
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Harley A. Haynes, M.D., President 


George W. Binkley, M.D., Secretary 
March 27, 1947 


Lymphogranuloma Venereum of the Shaft of the Penis; Nodules and 
Sinuses. Presented by Dr. H. H. Jounson and Dr. A. M. Tanno (by 
invitation). 


A Case for Diagnosis (Tuberculous Cervical Lymphadenitis? Lupus 
Miliaris Disseminatus? Tuberculid?). Presented by Dr. H. H. 
JoHNson and Dr. A. M. Tanno (by invitation). 


Pityriasis Rubra Pilaris? Presented by Dr. J. Kam, Dr. R. C. Licut and 
Dr. A. E. WALKER (Service of Dr. H. N. Core and Dr. J. R. Driver). 


A Case for Diagnosis (Chronic Dissecting Cellulitis of the Groin and 
Left Foot Resembling Deep Mycosis?). Presented by Dr. J. Kam, Dr. 
R. C. Ligut and Dr. A. E. WALKER (Service of Dr. H. N. Cote and Dr. 
J. R. Driver). 


Diffuse Progressive Scleroderma. Presented by Dr. J. Kam, Dr. R. C. 
Licut and Dr. A. E. WALKER (Service of Dr. H. N. Cote and Dr. J. R. 
DRIVER). 


Perifolliculitis Abscedens et Suffoidiens Capitis (Hoffman). Presented by 
Dr. J. Kam, Dr. R. C. Licut and Dr. A. E. WALKER (Service of Dr. H. N. 
Cote and Dr. J. R. Driver). 


DISCUSSION 


Dr. R. C. Licut: There was pronounced improvement after the patient 
received two treatments of filtered roentgen rays. 


Dr. J. R. Driver: I should like to ask whether any of the members have 
treated a condition of this kind with penicillin by injection and what the result 
has been. 

Dr. G. H. Curtis: I saw 2 patients in the Army treated with 8,000,000 units 
of penicillin without any benefit. 


Dr. H. N. Cote: There were several of these patients at City Hospital, with 
chronic conditions. They were given penicillin by injection and also treated locally 
with penicillin and penicillin irrigations, without any effect. The disease in this 
case is relatively recent, which I believe is the explanation for the response. 


Severe Generalized Excoriations Associated with Jaundice (Possible 
Xanthomatous Biliary Cirrhosis). Presented by Dr. J. Kam, Dr. R. C. 
Licht and Dr. A. E. WALKER (Service of Dr. H. N. Cote and Dr. J. R. 
DRIVER). 


904 
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1. Boeck’s Sarcoid. 2. Early Latent Syphilis, Partially Treated. Pre- 
sented by Dr. J. Kam, Dr. R. C. Licut and Dr. A. E. Watxker (Service of 
Dr. H. N. Cote and Dr. J. R. Driver). 


A Case for Diagnosis (Dermatitis Repens?). Presented by Dr. H. H. 
JoHNSON and Dr. A. M. Tanno (by invitation). 


Alopecia Liminaris Frontalis (Sabouraud). Presented by Dr. J. Kam, Dr. 
R. C. Light and Dr. A. E. WALKER (Service of Dr. H. N. Core and Dr. 
J. R. Driver). 


F. W., a Negro woman aged 28, first noticed mild acne of the face and the 
gradual onset of alopecia of the frontal region of the head in October 1945. Within 
several months this reached its peak and has persisted to the present. There is 
no history indicative of an endocrine disturbance. She has used petrolatum on 
her hair for many years. There is no family history of similar disease. 

Results of a general physical examination were normal, and she appears in 
good condition. In the frontal portion of the scalp there is a symmetric, well 
defined band which is almost completely devoid of hair. This extends from ear 
to ear and 3 to 5 cm. back of the hair line. There is conspicuous plugging of the 
follicles throughout, and the skin is slightly depressed, suggesting atrophy. No 
erythema is seen. There is mild papular acne of the face. 

Observations in hemograms and urinalyses were normal. The result of the 
serologic test for syphilis was negative. The basal metabolic rate was +16 per cent. 

On histologic examination, the epithelium showed no significant change. There 


was a scattered infiltrate of lymphocytes, histiocytes and pigmented mononuclear 
cells in the upper part of the corium and to a lesser extent in a few deeper areas 
around the hair follicles. Keratotic plugs often blocked the mouth of the follicles, 
which frequently contained no hair. A trial course of 100,000 units of vitamin A 
daily for two months had no objective effect. 


DISCUSSION 


Dr. H. G. Misxy1an: I have been interested in this subject for some years, 
after I read a long description of the syndrome given in the Annales de derma- 
tologie et de syphiligraphie in 1931 by Sabouraud, in which he said that he had 
seen 12 cases of this disease in thirty years. In the last ten or more years my 
co-workers and I have, here at the Lakeside Clinic, seen at least 10 or 12 cases, 
which were all in Negro women, and as far as I remember, all of them were in 
adults. Sabouraud saw his cases in girls of acne age, about 15 to 18, and he 
mentioned a woman about 50 years old who had it; I have brought the book in 
which the picture of that woman appears. This shows that there are differences 
between what Sabouraud reported and what we have seen here. One of the 
differences is that in the syndrome we have seen the disease seems to be much 
more frequent than Sabouraud reported. The second point of difference is that 
our cases are in adults and Sabouraud’s were almost entirely in adolescents. A 
third difference is in frequency; we have seen them much more frequently at our 
clinic. The description seems to correspond closely with that of Sabouraud. A 
patch of alopecia would develop on each preauricular temporal region, which would 
secondarily spread onto the forehead, toward the midline, with a band of alopecia 
about 1 inch (2.5 cm.) or a little less. Right on the fringe of the forehead and 
the band of alopecia there is usually a thin line of hair. The patient presented today 
had that also. The alopecia is supposed to be permanent, once it has been estab- 
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lished, and one is supposed to see in the bald area small cicatricial lesions, which 
I was not able to see in this case. I think it would be a very worth while contri- 
bution to bring together all of these cases to study them and point out that this 
syndrome is perhaps more frequent in the Negroes than in white person. Nothing 
is known about it, because Sabouraud seemed to think that the syndrome must 
be placed between what he calls staretoid baldness, in other words alopecia, and 
an acneform process, because in the early stages he was able to see acne lesions 
in areas which later became bald. There is a good description of this syndrome 
in Dr. Sutton’s book, “Diseases of the Skin,” which is accurate. 

Dr. J. A. GAMMEL: A few months ago I had a Negro woman patient with 
what I called alopecia areata, limited to the same areas, which cleared up very 
well in three months. 

Dr. H. G. Misxjran: When this patient first came to us we considered the 
diagnosis of alopecia areata, because the case was not so very characteristic, and 
we ruled it out at that time. At the present time the appearance is not that of 
alopecia areata. There are thin areas that one would ordinarily not see in alopecia 
areata. 

Dr. J. A. GAMMEL: I do not want to make a diagnosis in this case, but merely 
comment that I saw one with the disease limited to these areas. There was com- 
plete baldness for two weeks, and in three months the whole process was over. 

Dr. H. H. JoHnson: There is one thing that Negro women do that is 
peculiar to their race, and that is using various methods of attempting to straighten 
hair. I believe that that should be investigated thoroughly to find out what 
methods they use to accomplish it. 


A Case for Diagnosis (Lichen Planus Atrophicus? Chronic Atrophic 
Lichenoid Dermatitis [Csillag]? Retiform Parapsoriasis?) Pre- 
sented by Dr. G. W. Bink Ley and Dr. H. H. Jounson. 


Papulonecrotic Tuberculid. Presented by Dr. J. Kam, Dr. R. C. Licut 
and Dr. A. E. WALKER (Service of Dr. H. N. Core and Dr. J. R. Driver). 


Harley A. Haynes, M.D., President 


George W. Binkley, M.D., Secretary 
May 22, 1947 


Herpes Gestationis. Presented by Dr. W. R. Huser, Youngstown, Ohio. 


DISCUSSION 
Dr. J. E. RAuscHKots: This patient has neither oral nor ocular lesions. She 
is two or three months pregnant. In spite of this eruption having followed the 
beginning of pregnancy, I believe that the case is one of pemphigus vegetans 
because of the extreme prostration and toxicity and the grouping of the bullae 
on the neck band and axillary and genital areas, which are beginning to pile up 
and vegetate. 
Dr. C. G. La Rocco: I agree with Dr. Rauschkolb. 
Dr. J. R. Driver: I agree with the diagnosis as presented. There was no 
Nickolsky sign. The woman is pregnant and has had this eruption since her 
pregnancy started. A therapeutic abortion is indicated. 
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Dr. W. R. Huser: I do not believe that she has pemphigus. There are 
numerous, annular, bullous lesions on the face and shoulders. The symmetric distri- 
bution of the eruption and the localization on the neck, axillas, elbows, knees and 
shoulders, as well as the grouping of the lesions, all point to a herpetiform type 
of eruption. The patient is Rh negative, the husband Rh positive, and she is begin- 
ning to have anti-Rh antibodies. About six months ago she was hospitalized 
by a gynecologist for what was apparently an early spontaneous abortion. This 
would account for the early rise in anti-Rh titer. I do not know what the Rh titer 
has to do with herpes gestationis, but I feel that some factor might be implicated 
since it usually clears with termination of pregnancy. Therapeutic abortion should 
be performed in this case, because in a number of cases in which the patients were 
allowed to go to term, the percentage of monstrosities among living children was 
much higher than normal and stillbirths were common (Mueller, C.: Am. J. Obst. 
& Gynec. 48:170-180 [Aug.] 1944). Also, in some cases the herpetiform eruption 
persists after the completion of pregnancy when the patient is allowed to go to 
full term. 

Note.—The follow-up examination of August 1947 showed that the eruption 
had subsided strikingly after a therapeutic abortion. However, punctate, small vesi- 
cles persist in the groin and axillas, on the chin and in other scattered areas. These 
are subsiding with inorganic arsenical therapy. Hyperpigmentation has developed 
further showing the relationship to dermatitis herpetiformis. The anti-Rh titer, 
three months after the therapeutic abortion, is only 1:1. 


Extensive Circumscribed Myxedema. Presented by Dr. M. J. Grsans, Akron, 

Ohio. 

H. O., aged 56, was subjected to a subtotal thyroidectomy in February 1945 
because of a toxic goiter. Preoperatively the basal metabolic rate varied from 
+72 to +79 per cent, and the blood pressure was 154 systolic and 84 diastolic. 
Postoperative examinations showed metabolic rates of + 27 and + 40 per cent, 
and finally —15 per cent, and the blood pressure was 130 systolic and 70 
diastolic. His weight, which had been 130 pounds (59 Kg.) before operation, 
increased to 179 pounds (81 Kg.) thereafter. About four months after operation, 
the patient noticed a little discoloration and redness about the ankles. This 
progressed slowly until some months later, after he had returned to work, when 
it extended rapidly. This has never caused him any discomfort. 

He now has nonpitting, tawny, elevated, nodular plaques, with moderately 
enlarged follicular openings, on the anterior aspects of both legs. These plaques 
are much more extensive on the right leg, involving almost the entire lower half 
and extending over the medial surface and posteriorly, where there is one unusually 
large and firm mass, about 2 inches (5 cm.) in diameter. 

The microscopic description by Dr. Lloyd Catron was as follows: There are 
slightly increased deposits of melanin in the epidermis, with edema of the corium. 
The hair follicles are dilated and plugged with keratohyaline material. The small 
blood vessels are thick walled. There is a patchy infiltrate, composed chiefly of 
lymphocytes, around accessory skin structures. The histologic appearances are 
compatible with circumscribed myxedema. The patient has recently been given 
thyroid extract, 2 grains (130 mg.) daily. 


Bullous Eruption (Pemphigus). Presented by Dr. E. Grttespie, Canton, Ohio. 


Dermatitis Herpetiformis (?) in a Seven Year Old Girl. Presented by 
Dr. H. A. Haynes Jr. 
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Circumscribed Scleroderma. Presented by Dr. F. M. McDonatp, Akron, Ahio. 


Lichen Striatus Involving the Leg of a Four Year Old Girl. Presented by 
Dr. F. M. McDonatp, Akron, Ohio. 


Porokeratosis of Mibelli. Presented by Dr. C. L. Baskin, Akron, Ohio. 

T. N., a 70 year old man, a native of Italy, came to the United States forty-five 
years ago. His inability to understand the English language prevents a complete 
history in this case. His general health has always been good; he has never lost 
time from work. 

The present eruption began when he was a small child, gradually spreading 
from a spot on the left calf to include the entire leg and a large area of the sole. 
The lesions show the characteristic threadlike border and polycyclic configuration. 
There has been a slow steady advance of the margins during these many years. 
All laboratory examinations showed normal values. 


DISCUSSION 


Dr. G. W. BINKLEY: This is a giant form of porokeratosis of Mibelli. In 
addition to the appearance of the lesion, the long duration and the patient’s Italian 
nationality are points in favor of a diagnosis of porokeratosis of Mibelli. There is 
a sharp border between the normal skin and the involved skin. 

Dr. W. R. Huster: I believe that vitamin A has been used in the treatment 
of porokeratosis of Mibelli with some success. At the last meeting of the American 
Academy of Dermatology a patient with this disease was presented, and several 
dermatologists stated that they had noted improvement following administration 
of large doses of vitamin A. 


George W. Binkley, M.D., President 


D. N. MacVicar, M.D., Secretary 
Sept. 25, 1947 


Acrosclerosis with Calcinosis. Presented by Dr. CHARLES MARTIN Jr. (by 
invitation). 


Poikiloderma Atrophicans Vasculare with Changes of Mycosis Fungoides, 
Basal Cell and Squamous Cell Epithelioma. Presented by Dr. W. 
MARMELZzAT and Dr. A. E. WALKER (service of Dr. H. N. Core and Dr. 
J. R. Driver). 


A Case for Diagnosis (Parapsoriasis? Erythrodermie Congénitale Ichthy- 
osiforme?). Presented by Dr. E. W. NETHERTON. 


A Case for Diagnosis (Tuberculosis Cutis?). Presented by Dr. G. H. 
Curtis and Dr. E. W. NETHERTON. 


Steatocystoma Multiplex (Pringle). Presented by Dr. H. N. Coxe and Dr. 
J. R. Driver. 


Epidermolysis Bullosa. Presented by Dr. JoHN Bonner for Dr. C. F. 
McKHann (by invitation). 
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Acrodermatitis Chronica Atrophicans. Presented by Dr. A. E. WaLkER 
and Dr. W. MARMELzat (service of Dr. H. N. Cote and Dr. J. R. Driver). 


Scleredema Adultorum (Buschke). Presented by Dr. A. E. WALKER and 
Dr. W. MARMELZzaT (service of Dr. H. N. Cote and Dr. J. R. Driver). 

L. S., a 51 year old Italian woman, had, approximately twenty months ago, a 
sudden onset of nonpruritic thickening and tightening of the skin of the neck, 
which spread to the lateral and anterior portions of the neck, the lateral aspects 
of the face, back, shoulders, upper arms and upper part of the chest. The 
skin is softer now than it was after onset of the condition. The patient has had 
previous episodes of infection of the upper part of the respiratory tract and influerza 
but no clearcut episode immediately preceding the onset of her present illness. 
(There is a language barrier and a lucid history is difficult to obtain.) 

The patient has diabetes mellitus, which is being treated by diet and insulin. 
She also has been treated medically for a hypertrophic arthritis. Two years ago 
she had menorrhagia, the cause of which was never explained. 

There is painless, nonpruritic thickening of the skin of the back of the neck, 
extending over the dorsum to the iliac area, laterally around the neck to the 
anterior aspect, over the shoulders and upper arms to the deltoid area, and over 
the upper part of the chest and superior portion of both breasts. The epidermis 
is not changed. There is no pitting edema. There are bilateral xanthelasma 
lesions. 

Urinalysis showed sugar (4 plus) and acetone (3 plus). The urea nitrogen 
was 18 mg. per hundred cubic centimeters. The fasting blood sugar was 303 mg. 
per hundred cubic centimeters. Total proteins were 6.3 Gm. per hundred cubic 
centimeters—albumin 3.8 Gm. and globulin 2.5 mg., combining power 52.5 milli- 
equivalents per liter; blood cholesterol 354 mg., serum calcium 9.8 mg. and serum 
phosphorus 4.3 mg. per hundred cubic centimeters. Results of hemocytologic 
studies were normal. The blood and spinal fluid were normal. The basal meta- 
bolic rate was +17 per cent. Roentgenograms of the chest, sinuses, jaw and 
skull were normal. 

Biopsy of the skin revealed the epidermis to be normal. The corium was 
thickened, made up of deeply acidophilic, greatly hypertrophied collagenous fibers. 
The small vessels and capillaries were not remarkable but were surrounded by a 
moderate infiltration of lymphocytes and occasional polymophonuclear leukocytes. 
No treatment has been given. 


DISCUSSION 
Dr. H. A. Brunstinc: What is the duration of the disease? 
Dr. R. C. Licut: In the New England Journal of Medicine several months 
ago there was a report of a case of twenty years’ duration. 


Dr. A. E. WaLKER: Another review I saw listed 1 case lasting thirty years 
and 1 four years. The average is eight to eighteen months. 


Sarcoidosis (Granuloma Annulare [?] of the Elbows and Knees). Pre- 
sented by Dr. A. E. WALKER and Dr. W. MARMEtzat (service of Dr. H. N. 
Coe and Dr. J. R. Driver). 


Sarcoidosis (Keloidal Lesions on the Nape of the Neck). Presented by 
Dr. A. E. WALKER and Dr. W. MARMELZzaT (service of Dr. H. N. Coie 
and Dr. J. R. Driver). 
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Monocytic Leukemia, Schilling Type, Nodular Cutaneous Lesions. Pre- 
sented by Dr. G. M. Stroup. 


A Case for Diagnosis (Melanosis? Poikiloderma of Civatte? Chloasma?). 
Presented by Dr. A. E. WALKER and Dr. W. MARMELZzaT (service of Dr. 
H. N. Core and Dr. J. R. DRIver). 


Rosacea-like Tuberculid of Lewandowsky. Presented by Dr. W. R. Hunter. 


George W. Binkley, M.D., President 
George H. Curtis, M.D., Secretary 


Gerard A. DeOreo, M.D., Reporter 
Oct. 23. 1947 


Congenital Ichthyosiform Erythroderma; Persistent Notochord. Presented 
by Dr. M. H. Gustarson, Dr. E. H. Jones Jr. and Dr. M. UTTERBAcH 
(service of Dr. J. E. RAuscHKoLB and Dr. G. A. DEOREO). 


Nonspecific Dermatitis, Associated with Lymphoblastoma. Presented by 
Dr. M. H. Gustarson, Dr. E. H. Jones Jr. and Dr. M. UTTERBACH (service 
Dr. Roy W. Scott). 


Lymphangiectasis of Vulva, Secondary to Probable Tuberculous Sal- 
pingitis; Pulmonary Tuberculosis, Moderately Advanced. Presented by 
Dr. M. H. Gustarson, Dr. E. H. Jones Jr. and Dr. M. UTTERBACH (service 
of Dr. J. E. Rauscukors and Dr. G. A. DEORE). 


A. S., a 29 year old woman, was first seen on the dermatologic service in 
September 1947, complaining of pruritic lesions of the vulva, of four months’ 
duration. She said that they had gradually increased in size and that the pruritus 
had become much more pronounced in the previous three weeks, with some weeping 
of the lesions. She noted that a watery material was obtained from the individual 
lesions if she pricked them with a needle. 

Both the labia majora and the labia minora are covered with acuminate, cystic 
lesions, which are slightly tender and moderately pruritic. The lesions are tense 
and are filled with a thin, colorless fluid. Large, nonpigmented, polypoid lesions 
surround the external anal orifice. Numerous healed scars are present on the 
abdomen and thighs. The anal sphincter admits the index finger only, with much 
pain. The rectum, within the reach of the examining finger, exhibits no abnor- 
malities. Bronchovesicular breath sounds, with fine, post-tussic rales, are heard 
at the apex of the right lung. 

Reactions to a skin test with old tuberculin (1: 100,000) were positive. Those to 
the Frei test were negative. The Kline and Wassermann reactions of the blood were 
negative. Results of urinalysis and the hemogram were within normal limits. 
The roentgenogram of the chest revealed moderately advanced pulmonary tubercu- 
losis of the upper lobe of the right lung. 

Histologic examination showed that the papillary projections of the epithelium 
were elongated and that there were many clusters of lymphocytes and plasma cells 
scattered throughout the underlying stroma, especially about the capillaries. Just 
beneath the epithelium there were many dilated lymphatic spaces. 
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Penicillin was administered, with pronounced diminution of the secondary 
infection. The patient was transferred to Sunny Acres, Cuyahoga County Tubercu- 
losis Hospital, for treatment of her tuberculosis. 


A Case for Diagnosis (Granuloma Telangiectaticum?). Presented by Dr. 

M. H. Gustarson, Dr. E. H. Jones Jr. and Dr. UTTERBACH (service of Dr. 

H. R. TRATTNER). 

G. S., a 50 year old man, was first seen on the urologic service in September 
1947, with a complaint of numerous growths on the penis and the scrotum, of two 
years’ duration. The lesions started as a papule on the dorsum of the penis and 
gradually increased in number and size, finally involving the entire penis, the 
scrotum, the perineum and the perianal area. The lesions have been asymptomatic. 

The patient gave a history of having had gonorrhea in 1929. A urethral stricture 
developed in 1932. In 1933 the first of a series of urinary fistulas appeared, and 
since that time numerous fistulas have developed around the base of the penis, the 
scrotum, the lower part of the abdomen and the perineum. 

The shaft of the penis, the scrotum, the perineum and the perianal area are 
covered with a fungating, polypoid mass. The surface of the mass presents numerous 
flesh-colored nodules, pedunculated tumors ranging from a few millimeters to 3 cm. 
in diameter. Several fistulous openings may be identified in the crevices between 
the polyps. Urethral strictures are present, preventing the passage of sounds. 

Results of urinalysis and the hemogram were normal. The blood urea nitrogen 
was within normal limits. The Kline and Wassermann reactions of the blood were 
negative. Reactions to the Frei test and to skin tests for chancroid were negative. 
An intravenous pyelogram revealed a normal right kidney and ureter; the left 
kidney was poorly visualized. There was a slight hydroureter in the lower portion 
of the left ureter. Suprapubic cystostomy revealed a normal bladder. 

Histologic examination showed stratified squamous epithelium, the seat of 
chronic inflammation, with fibrosis of the corium and areas of acute inflammation 
with focal ulceration. 

Treatment has consisted of the administration of penicillin and suprapubic 
cystostomy in preparation for plastic repair. 


DISCUSSION OF PRECEDING CASES 

Dr. G. A. DEOREO: I think that both of the preceding cases are manifesta- 
tions of lymphostasis, associated with lymphatic blockage, in the woman due to 
tuberculosis and in the man resulting from obliteration of the lymphatics by some 
chronic inflammatory process associated with his gonorrheal infection. Clinically 
at least, the growths looked like lymphangiomas, a form of elephantiasis. Micro- 
scopically, the picture in the man looked considerably different. There are many 
dilated capillaries or possibly lymphatics with thicker walls. I should offer the 
diagnosis of elephantiasis or lymphangioma in both cases. 

Dr. F. M. MacDonatp: I have never seen elephantiasis due to granuloma 
inguinale. This is not the usual picture, but for the sake of work-up it is a very 
unusual situation. I did not see any reference made to examination for possible 
Donovan bodies. Perhaps that was done and I did not see mention of it on the 
report. 


Dr. J. E. RausceKots: The case of A. S. is a lymphostatic type of disorder; 
that contention is proved. There are elevated little cystic lesions, and the lympho- 
Stasis probably arises from a chronic inflammatory pelvic condition, which we 
assume to be of a tuberculous origin. 
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The case of G. S. is of a condition I have never seen before, however. Clini- 
cally, this looks like the male counterpart of an esthiomene, in which there is a 
urinary passage in the perineal area. There are thickening and chronic inflamma- 
tory changes in the rectum and exuberant fibrotic growths on the penis and the 
pubic area. The condition has improved tremendously in the last months from 
simply a little plastic surgery and the use of penicillin to clear up the secondary 
infection. The Frei test, skin tests for chancroid and serologic tests gave negative 
reactions. We found no smear positive for fusiform bacilli of Vincent. Unfor- 
tunately, the smear for Donovan bodies was not made because the case was not into 
our service, although we recommended that it be done. The disorder has probably 
resulted from a long-standing gonorrhea in which there was a posterior stricture 
and a false passage which opened in the perineum, with extravasation of urine into 
the structures adjacent to it, chronic inflammation of the structures and secondary 
infection being produced. The diagnosis of granuloma telangiectaticum pyogenicum 
probably was made because there was an infected granuloma, although clinically 
the tumor is not the pyogenic type. 


Psoriasis Arthropathica. Presented by Dr. M. H. Gustarson, Dr. E. H. Jones 
Jr. and Dr. M. Urrersacu (service of Dr. Roy W. Scott). 


Morphea or Lichen Sclerosus et Atrophicus(?). Presented by Dr. M. H. 
GustaFson, Dr. E. H. Jones Jr. and Dr. M. UtTersacn (service of Dr. 
J. E. RauscHKos and Dr. G. A. DEORE0). 


Multiple Benign Cystic Epithelioma; Alopecia Areata. Presented by Dr. 
M. H. Gustarson, Dr. E. H. Jones Jr. and Dr. M. UTTERBAcH (service of 
Dr. J. E. RauscHKOLB and Dr. G. A. DEORE). 

H. D., a 44 year old woman, has four siblings; her mother and a sister have 
lesions similar to hers. The patient has a daughter, aged 23, who is just beginning 
to exhibit similar lesions. 


Acrokeratosis Verruciformis. Presented by Dr. M. H. Gustarson, Dr. E. H. 
Jones Jr. and Dr. M. Utrersacnu (service of Dr. J. E. RauscHKOLB and 
Dr. G. A. DEOREo). 

W. H., a 16 year old girl, was first seen in the dermatologic service in June 
1947, with lesions on the hands and feet, which have been present since birth. 
They have produced no symptoms and have not changed in size since puberty. 

The patient’s aunt and father have had similar lesions since birth. The patient 
was treated with penicillin therapy for secondary syphilis, ending Sept. 19, 1947. 
She was hospitalized for acute and chronic pelvic inflammatory disease in 1946. 
She states that her parents are not related by blood. 

Over the proximal interphalangeal joints and the knuckles of beth hands are 
multiple, firm, keratotic papules, measuring 2 to 8 mm. in diameter. Over the 
medial and lateral aspects of both palms and soles and the tendo achillis are 
multiple, small, discrete, firm papules. 

The roentgenogram of the chest showed normal conditions. The results of 
urinalysis and the hemogram were normal. The Kline and the Wassermann 
reactions of the blood were 4 plus, with a titer of 1:64. 
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Histologic examination showed pronounced hyperkeratosis, unusual prominence 
of the stratum granulosum, acanthosis and superficial chronic perivascular inflam- 
matory infiltration of the corium. 

Since follow-up antisyphilitic therapy was instituted with bismuth subsalicylate, 
the patient says that the lesions have regressed for the first time. 


DISCUSSION 


Dr. M. UTTERBACH: This patient gave a history of similar lesions in other 
members of her family, which I think is significant. It is difficult to evaluate the 
lesions themselves. We considered diagnosis of acrokeratosis, hydrokeratosis and 
perhaps linear nevus. Biopsy showed definite proliferation of the corium. There- 
fore we thought of the possibility of an acrokeratosis. 

Dr. H. A. Haynes Jr.: I have never seen a case like this, but the disorder 
could be verruca plana, inasmuch as it is undergoing involution with therapy. 

Dr. H. J. Parkuurst: I thought that clinically on close inspection these do 
not appear to be ordinary warts. They resemble the lesions in a case which I 
previously saw of epidermodysplasia verruciformis. 

Dr. G. W. BinktEy: It would be interesting to get a progress note on 
this case. 


Scleroderma; Acrosclerosis. Presented by Dr. M. H. Gustarson, Dr. E. H. 
Jones Jr. and Dr. UTTErRBAcH (service of Dr. J. E. RauscHKows and Dr. 
G. A. DEOREo). 


George W. Binkley, M.D., President 
George H. Curtis, M.D., Secretary 


Gerard A. DeOreo, M.D., Reporter 
Noy. 20, 1947 


Glossitis Rhomboidea Mediana. Presented by Dr. Benjamin P. PeErRsxky. 


A Case for Diagnosis (Palmar and Plantar Keratoses [Arsenic?] [Kerato- 
derma Disseminatum Palmaris et Plantaris]? Superficial Epitheliomas, 
Trunk. Ulceration, Left Small Toe and Left Palm [Squamous Cell 
Epithelioma?]). Presented by Dr. B. Levine, Dr. B. PErsky and Dr. 
I. L. ScHONBERG. 


A Case for Diagnosis (Ulcer, Penis, Cause Undetermined? Erythro- 
plasia of Queyrat? Intraepidermal Epithelioma?). Presented by 
Dr. H. H. JoHnson and Dr. I. L. ScHONBERG. 

J. T., a Negro aged 32, was circumcised in February 1945, since which time 
there has been a superficial ulcer on the glans penis. He has been hospitalized 
on numerous occasions since 1945 because of this penile lesion. The treatment has 
included the administration of penicillin and numerous local medications, without 
any signs of improvement during this two year period. 

On admission to the service in May 1944 the patient was found to have a 
Positive serologic reaction and was treated with a series of injections in the arm 
and the hip. In 1945 he received 146 injections of penicillin because of the positive 





914 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


reactions to the serologic test for syphilis. Numerous lumbar punctures have shown 
no abnormalities. 

His blood pressure is 154 systolic and 110 diastolic. Examination of the 
genitalia reveals a 2 by 3 cm. ulcer on the left side of the dorsal surface of the 
glans penis, extending down to the shaft. The ulcer has a red, granulating base, 
partially covered by a thick, dry crust, and the edges of the ulcer are slightly 
thickened and rolled. The lymph nodes are not remarkable. 

In June 1946 the reaction to the Kahn test was 4 plus, with 10 Kahn units, and 
reactions to the complement fixation test were negative; however, on two occasions 
in November the serologic reactions were negative. Several urinalyses have 
shown a specific gravity from 1.010 to 1.022, and on several occasions there have 
been white blood cells with clumping. Biopsy of the penile lesion showed acute 
inflammation of the skin, with ulceration and atypical hyperplasia of the epithelium. 
An electrocardiogram showed an essentially normal record, with slight elevation 
of the S-T segment. 

A Frei test gave negative reactions, and no definite inclusion bodies were seen 
on the slide of the biopsy specimen. The patient has concluded a course of strepto- 
mycin, consisting of 4 Gm. a day for six days. The only other medication has 
been warm saline compresses to the penile lesion. On this therapy there has 
been definite healing at the periphery of the ulcer and the ulcer is now approxi- 
mately 1 cm. smaller in diameter. 

The following is the report of the microscopic examination: “Examination 
revealed that the epithelium was ulcerated. The ulcer was densely infiltrated with 
many lymphocytes and plasma cells. Over the ulcer there were necrotic debris 
and many polymorphonuclear leukocytes. There were islands of epithelial cells 
in which the nuclei were large and vesicular, and there were a few large, irregular, 
oval bodies, resembling somewhat a molluscum body. Some of the epithelial cells 
showed metallic diversion. The diagnosis was acute inflammation of the skin, with 
ulceration and atypical hyperplasia of the epithelium.” 


DISCUSSION 

Dr. G. A. DEOrEo: I think that this man has granuloma inguinale. The 

rapid improvement on treatment with a relatively short course of streptomycin 

also points toward this diagnosis. It is true that there are certain findings in the 

biopsy which suggest pseudoepitheliomatous hyperplasia, but these changes are 
frequently seen in granuloma inguinale. 


Dr. J. E. RauscuKorts: The chronicity of the lesion, the lack of pain and 
the resistance of the disorder to ordinary antisyphilitic drugs point, as Dr. 
DeOreo says, to pseudoepitheliomatous hyperplasia, but the condition is not 
neoplastic in character, and it cannot be anything else but granuloma inguinale. 
One ought to be able to find Donovan bodies, however. 


Dr. H. N. Core: This is a very interesting case. One hesitates to make two 
diagnoses if one will suffice. I have seen sections from a large number of cases 
of granuloma inguinale, and I have seen several examples of pseudoepitheliomatous 
hyperplasia, but I have never observed anything like the condition this man pre- 
sents, as seen in the section. I do not see how one can avoid calling this disorder 
intraepithelial carcinoma as well as granuloma inguinale. Of course, in Negroes 
one does not very often see epitheliomatous changes on the skin, but this section 
shows such a remarkable picture that I do not see how we can refuse to make that 
diagnosis. It would be interesting to have another report on this patient later. 
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Keratosis Follicularis (Darier’s Disease): Improvement After Therapy 
with Vitamin A. Presented by Dr. E. L. GLicKsBErG. 


A Case for Diagnosis (Erythema Elevatum Diutinum? Eosinophilic 
Granuloma?). Presented by Dr. I. L. SCHONBERG. 


S. F., a white man aged 62, first noted swellings on the head and the left arm 
in 1926. At that time he was treated with various methods, including roentgen 
irradiation and use of solid carbon dioxide. After the application of the solid 
carbon dioxide an ulcerated area, which required many months to heal, developed 
on the scalp. Since that time the patient has acquired new tumors on the left 
part of the chest and on the nose. These have grown slowly and have darkened. 
About three months ago several nodules were removed surgically from the left 
breast and the left arm. The lesions have been asymptomatic. 

General physical examination showed essentially normal conditions. On the 
front and the left side of the nose there are two nodules, one the size of a bean 
and the other the size of an almond. The tumors are sharply demarcated, reddish 
brown and firm to palpation. On the left arm there are two dollar-sized areas 
of atrophy, at the border of which there are pea-sized to bean-sized violaceous 
nodules. There is an atrophic, circular scar, 6 cm. in diameter, on the scalp. 

Treatment has consisted of irradiation with filtered roentgen rays, without results. 

The results of urinalysis were normal, as was the examination of the stools. 
The hemogram revealed 5,200,000 red blood cells, 10,000 white cells, and 13 Gm. 
of hemoglobin, with a differential count of 62 per cent polymorphonuclear cells, 
38 per cent lymphocytes and no eosinophils. Testing for allergic reactions gave 
negative results. 

A biopsy specimen taken from the wall of the chest showed in the dermis and 
underlying subcutaneous tissue a circumscribed nodule, measuring about 1 cm. in 
long diameter. The central portion of the nodule was composed of dense bundles 
of collagenous fibers, which were diffusely infiltrated by wandering cells. Toward 
the periphery of the nodule the blood vessels were prominent and considerably 
increased in number and showed pronounced perivascular infiltration by wandering 
cells, among which eosinophils predominated. The most characteristic changes 
appeared to be at the base of the lesion in the subcutaneous fat, with vessels 
thickened there; the media showed slight infiltration by eosinophils, and the regional 
stroma showed intense infiltration by wandering cells, among which eosinophils 
predominated. 

At one edge of the nodule in the dermis there were large bundles of smooth 
muscle, apparently hypertrophied smooth muscle of a tortuous artery. The 
epidermis was thinner than average, and interpapillary projections were obliterated. 
There was a moderate amount of brown granular pigment in the basal epithelial 
cells. 


A second biopsy specimen, taken from the arm, showed a similar picture, but 
with less advanced sclerosis of the central portion of the nodule than was seen 
in the material from the wall of the chest. At the base of the lesion there was a 
thick-walled blood vessel. In the lesion itself there are numerous blood vessels 
showing intense cellular infiltration of the vascular wall and perivascular tissue, 
in which eosinophils predominate. 


Section stained by the azocarmine method showed an increase in blue-stained 
fibrous tissue, especially in the lesion from the chest wall, and abundant red-stained 
smooth muscle bundles in the area, suggesting tortuous or aneurysmal blood vessels 
in the dermis. 
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DISCUSSION 

Dr. G. H. Curtis: Clinically, the disease looked like sarcoidosis. 

Dr. B. Levine: I saw this man some years ago, and I thought at that time 
that he had sarcoidosis. Many other dermatologists have seen him since. 

Dr. G. A. DEOREO: In the 2 cases of erythema elevatum diutinum that I have 
seen, the edges of the lesions were more perpendicular than they are in this case 
and the surface formed a plateau. The color was not quite as intense as in this 
case, and the microscopic picture was considerably different from the one we see 
in this case. I should like to suggest the possibility of Kaposi’s hemorrhagic 
disease. 

Dr. B. Persky: I should not quite agree with the diagnosis of eosinophilic 
granuloma here because of the absence of large cells either in the skin or in the 
bone. There were quite a few eosinophils, but I do not think they would add up 
to the number seen in eosinophilic granuloma. I have had occasion to deal with 
a case of erythema elevatum diutinum, with the characteristic features. This case 
showed ring-shaped lesions around the digits and around the joints, quite blue but 
not as deeply blue as the lesions in the present case. The lesions here somewhat 
resembled granuloma in that they had a smooth surface and an annular configura- 
tion. They did not show the picture of granuloma annulare histologically. There 
is one other possibility which I should like to suggest. I am not at all sure how 
accurate the history is. I should like to suggest the possibility of periarteritis 
nodosa. There were some vascular changes. I think that more biopsies might 
reveal those features, and possibly further observation and a fuller history as to 
whether there were remissions or relapses might help. 


Dr. I. L. ScHonserc: When I saw this patient for the first time I was very 
confused, as you might expect, and on going over his history there were several 
things that I thought of. I was hoping that when I made the biopsy the diagnosis 
would be sarcoid, but unfortunately it could not be made on the section. However, 
there was a new lesion at the base of the left breast, and we also decided to take 
a border specimen from the lesion of the left arm. On pathologic examination, 
the condition was reported as periarteritis nodosa. I do not feel that the disorder 
falls in that class, at least clinically. On reading the literature, I became more 
and more confused as to whether or not it fitted in with that diagnosis. In the 
February 1947 issue of ARCHIVES, pages 155 to 201, there are three or four articles 
on erythema elevatum diutinum and eosinophilic granuloma. The examination of 
the section did not reveal a picture fitting into the type of erythema elevatum 
diutinum as described by the first author, but observations did fit in with the 
picture described by Weidman. He stated that erythema elevatum diutinum 
presents a polyarteritis with a cellular infiltrate. He quoted an Italian derma- 
tologist, who described a case almost identical with the one I have shown. He 
described lesions on the extensor surface of the hands, the ears, the face and the 
buttocks. According to some of the descriptions, many of these cases began in 
early life. However, there was a group of cases in persons usually over 40 
years of age, who presented similar lesions. Two types were described: the 
“Hutchinson type,” or soft type, with soft plaques, and the “Bury type,” with 
hard nodules which undergo a purplish discoloration. There is also a third type, 
which resolves by itself. It is rather difficult to classify this case, but I do feel 
that there are some indications that it fits into one group or the other. 
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David Bloom, M.D., Chairman 


Wilbert Sachs, M.D., Secretary 
March 11, 1947 


Erythroplasia of Queyrat—Cured. Presented by Dr. E. W. AsramowlItz. 


W. L. is a white man aged 42, born in the United States, married, with one 
child. He works as a supervisor at a paper manufacturing company. 


He first came under my observation on Sept. 20, 1945. He presented weeping, 
erythematous patches on the glans penis and the shaft. Around this area there 
were numerous areas of telangiectasia said to have followed roentgenologic therapy 
to the affected areas, with no apparent effect on the original lesions. The duration 
of the eruption was three and one-half years. 


He failed to respond to ordinary topical remedies such as Aloe vera pulp and 
ointment, penicillin or various soothing applications prescribed by other derma- 
tologists and by me. I finally resorted to a proprietary preparation containing 
menthol, phenol, camphor, oil of cloves, oil of eucalyptus and lime water in a 
vanishing cream base of undisclosed formula. Since this has been used, the eruption 
has healed and the patient has had no further trouble. The telangiectasia has 
remained. His wife has recently given birth to another child. 


DISCUSSION 


Dr. JacK WotrF: I think that this is an interesting and important case. We 
have seen patients who have been cured, at least temporarily, with radiation, the 
improvement extending over several years. Spontaneous remissions also probably 
occur in the course of the disease. Apparently we do not as yet have the complete 
picture of the rationale of treatment or of the cure of erythroplasia of Queyrat. 


Dr. Perry M. Sacus (by invitation): I should like to know the time relation- 
ship between the roentgen treatments and the local therapy. 


Dr. Georce C. ANpREws: I accept the diagnosis in this case, but I think that 
generally we have to be cautious about accepting the diagnosis of erythroplasia. 
I have in mind a patient whom I saw about two years ago. He had had a penile 
eruption for about two months. It was diagnosed as erythroplasia after biopsy 
by Army physicians. On questioning him I found that he had taken sulfadiazine 
a month or so before the eruption began. I told him that I would not accept the 


diagnosis of erythroplasia and gave him a mild lotion to use, and the balanitis 
cleared up entirely without any other treatment. It is possible that the sulfonamide 
drugs produce eruptions something like erythroplasia at times. We do not know 
what causes erythroplasia. It may come from different things in different persons, 
so what cures one may not necessarily cure another. When carcinoma is definitely 
present, it is a different matter. The whole subject is rather involved. 


Dr. NATHAN SoBEL: These are interesting cases, and the condition is some- 
times difficult to diagnose, as Dr. Andrews and others have said. When we see 
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a patient apparently cured, we are inclined to question the diagnosis. I think we 
must accept the fact that this patient has had erythroplasia and try to give credit 
where it is due. 

Dr. E. W. Asramowitz: I am sure that Dr. Sachs will bring out other 
important features of this disease. Erythroplasia was always considered a serious 
disease, a precancerosis. Radical measures, even including amputation, were 
discussed. I do not recall ever seeing a patient with erythroplasia of the penis 
in whom cancer of the penis developed. I have wondered, therefore, whether 
radical measures were justified. In this case, roentgen rays apparently had no 
effect except to produce telangiectasia. I tried to treat this telangiectasia because 
in the beginning it seemed to bother the patient. He was able to tolerate mild 
applications of solid carbon dioxide to the telangiectatic area. I soon stopped 
that, however, and used mild boric acid ointment and solution, Aloe vera pulp 
and then ointment, with little improvement. It was not until Dr. Cipollaro showed 
a patient with erythroplasia who had responded to this proprietary preparation 
that I told my patient about it and suggested its use. The patient reported imme- 
diate relief. I think one can say now that this lesion is healed. There has been 
no activity for several months. 


I should like to mention another patient, brought to me by a urologist who was 
considering the possibility of radical measures; there was an erosive lesion of 
the penis which he thought was cancer. I thought it was a drug eruption, as the 
lesion was typical of a fixed eruption. I questioned the man about phenolphthalein, 
and he denied taking it. I was so convinced that he was lying that I went to his 
house and found feen-a-mint® (laxative containing phenolphthalein) packages and 
wrappers. When he stopped using this the ulcerations disappeared. It is not 
unusual to see lesions in the mouth and on the penis from phenolphthalein, and I 
have seen a fixed eruption on the penis and in the mouth from veronal® (barbital 
U. S. P.) and other barbiturates. 


Erythroplasia—Cured. Presented by Dr. Wivpert SAcHs. 


E. G. K., a white man aged 45, first noticed a small red papule on the glans 
penis two and one-half years ago. This grew until almost the entire glans was 
involved. There was continuous oozing and slight itching. The patient had been 
treated by several competent dermatologists, all of whom had made a diagnosis 
of erythroplasia. Therapy consisted of local applications of various preparations 
and the use of roentgen rays, radium and hormone injections, with little or no 
results. 

Laboratory examinations, including blood counts, urinalysis and serologic tests, 
revealed no significant findings. Microscopic examination confirmed the diagnosis 
of erythroplasia. 

When first seen by us in December 1946, the patient had an erythematous, 
shiny, oozing patch over most of the glans penis. There was no scaling or crusting 
and no induration. The following medication was applied locally, twice a week, 
for three weeks: 0.3 Gm. of neoarsphenamine dissolved in 4 cc. of distilled water, 
to which 1 cc. of glycerin is added. 

Oozing and all subjective symptoms disappeared within one week. The lesion 
became crusted, and in the following few weeks the entire process disappeared, 
leaving no sequelae. 
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DISCUSSION 

Dr. NATHAN SoseL: It is an excellent result. 

Dr. Jack Wo F: I think that Dr. Sachs is to be congratulated. It is the first 
opportunity that we have had of seeing any of the patients whom he has been treat- 
ing. We must take cognizance of the fact that this is not the only case he has 
shown tonight in which he has obtained a good result but that he is reporting a 
series of 10 cases, all of which he has followed assiduously. Dr. Abramowitz’ 
case, which was reported tonight, and the instances of spontaneous improvement 
that we have seen do not detract in any way from the excellent work which 
Dr. Sachs has done. It adds an excellent method of treatment for a disease with 
which we have had so much trouble. 

Dr. Max ScHEER: I wonder whether the patients whom we have seen in this 
country with the disease which we label erythroplasia are suffering from what 
the French call erythroplasia. According to the French authors, it is not only a 
precancerosis but it is a cancerosis and it invariably ends with metastasis to the 
inguinal lymph nodes and death. In fact, there have been reports of cases in 
which the first lesion was a malignant process of the lymph node, followed later 
on by the erythroplasia of the glans penis. In view of the fact that all the French 
cases have resulted in cancer unless radical treatment was performed and in view 
of the fact that, according to Dr. Sachs, cancer has not developed in a single one 
of our patients, 1 wonder whether we are dealing with the same disease or 
whether it is contact dermatitis or some other kind of dermatitis, as Dr. Rosen 
has suggested. 

Dr. Perry M. Sacus (by invitation): Whether or not we are dealing with 
the erythroplasia described by Queyrat is of secondary import. It is erythroplasia 
as seen and diagnosed by dermatologists in this country and a disease which has 
proved resistant to all forms of therapy short of heroic measures. 

Dr. Davin Bioom: I should like to ask Dr. Sachs how he came to think of 
this treatment ? 

Dr. Jack Wotr: Regardless of whether or not we are dealing with the 
disease which the French authors described, it must be admitted that if Dr. Sachs 
has had such excellent results in the type of disease we see and which we call 
erythroplasia it is an important contribution to the therapy of a troublesome and 
obstinate disease. We should be able to decide in the near future whether it is the 
same disease as that described by Queyrat. 

Dr. Georce C. ANprREws: I had 1 case of erythroplasia, clinically typical and 
diagnosed microscopically by Dr. Machacek, in which epithelioma of the penis 
developed and the patient died of metastasis. 

Dr. GeorcE M. Lewis: Dr. Sachs has observed 10 cases, which is probably 
9 more than Queyrat had. Why should we necessarily perpetuate Queyrat’s 
conception unless it is the same as ours? I would support Dr. Sachs’s opinion 
over that of any of the foreign observers. His cases are those in which we are 
interested. It may be a different disease from the one described abroad, but it 
is the one that we see. Furthermore, I think his treatment has been effective, and 
until this time our treatment has been poor. Dr. Sachs deserves a great deal of 
credit ; obviously, he has controlled his work and has tried a great many remedies. 
It is not something he thought of last week—he has been at it for a long time. 
I think it is good work; he has not found the cause, but that is not always essential. 
There are many diseases in which treatment is effective although the cause is 
unknown. 
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Dr. Jack Wotr: Dr. Sachs says that his therapy produces an adherent crust 
which remains for a long time. Does he think, then, that we can achieve more 
rapidly the same type of crust and destruction by desiccation with the high fre- 
quency current or by the use of acids such as trichloroacetic acid? Is there any 
essential difference? 

Dr. Frep Wise: I am in complete accord with what Dr. Lewis has said, 
but I think it would be not only desirable but necessary for the author to state 
that he is not sure he is dealing with the identical disease described by Queyrat. 
American readers regard the term erythroplasia as meaning erythroplasia of 
Queyrat, and I suggest a notation to the effect that Dr. Sachs is not sure he is 
dealing with that entity but that he is dealing with a disease similar in appearance 
and in chronicity, which, however, does not eventuate in cancer. 

Dr. Davi Bitoom: Neoarsphenamine dissolved in distilled water and then in 
glycerin, in 10 per cent concentration, has been used for several decades in the 
treatment of Vincent’s infection of the mouth. It is logical to assume that the 
beneficial effect obtained by Dr. Sachs in his cases of erythroplasia is due to 
the effect on spirochetes or bacteria. In these cases, therefore, there should be 
bacteriologic examination, irrespective of their duration. 

Dr. GeorcE M. Lewis: I wonder if some of the malignant processes that 
supervene in these cases are the result of the treatment administered, such as desic- 
cation or the use of pastes and irritant remedies. In your opinion, Dr. Sachs, 
is treatment ever responsible for malignant changes? 

Dr. Witzert SAcHs: The disease treated in this case, and in the other 9 cases 
reported in our paper, is the same as that described by Queyrat. The French 
authors believe that in most of the cases the lesions become malignant. The 
experience in our cases is not in accord with this view. There have been only 
2 cases reported in the American literature in which malignant changes developed. 
In 1 the original diagnosis was questioned; in the other, the lesion was basal cell 
epithelioma and not erythroplasia. Dr. Andrews’ case would make a third. There 
are cases in which the lesion has all the clinical features of erythroplasia but 
microscopically proves to be either basal cell epithelioma or Bowen’s disease. 
However, as Dr. Lewis suggests, it is always possible for a malignant process to 
follow long-continued treatment which includes such heroic measures as those 
employed in an endeavor to control erythroplasia. In reply to Dr. Wolf’s ques- 
tion, desiccation and escharotic preparations have produced good results in some 
cases, but with sequelae and disfigurement. These have not followed the treatment 
we are reporting. 


A Case for Diagnosis (Poikiloderma Atrophicans Vasculare?). Presented 
by Dr. Davin Boom. 

R. C., a white woman aged 47, complained of an eruption on the palms and 
soles of eight months’ duration and of a generalized eruption of five months’ 
duration. The family history and the past history was essentially irrelevant. The 
patient seems to be in fairly good general health. 

The plantar surfaces of the feet, and particularly of the heels, showed pro- 
nounced hyperkeratosis. The dorsal surfaces of the feet and toes were slightly 
scaly and mildly erythematous. The palms were dry and scaly and showed 
accentuation of the natural lines. The backs of the hands and fingers were similarly 
affected, but to a lower degree. The anterior and lateral aspects of the thighs and 
hips showed erythema, scaling, wrinkling and mottled hyperpigmentation. The 
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region of the hypochondria and the under surfaces of the breasts showed a definite 
picture of poikiloderma, consisting of reticulated pigmentation, telangiectasia and 
atrophy. There was decided wrinkling of the upper parts of the breasts and 
reticulated hyperpigmentation and atrophy in both axillas. The lower part of 
the back, inner aspect of the upper extremities and back of the neck were scaly 
and erythematous. The axillary lymph glands were enlarged. The upper eyelids 
showed erythema and edema, which had been present for the past two months. 
Laboratory examinations, including urinalysis, serologic tests of the blood for 
syphilis and complete and differential blood counts, gave essentially normal results. 
Biopsies of material taken from the skin under the breast and from the thigh 
showed features of poikiloderma. 
DISCUSSION 


Dr. NATHAN SoseL_: The patient definitely had poikiloderma in the areas 
over the lower part of the breasts and atrophy over extensive areas elsewhere, 
but I am puzzled by the hyperkeratosis of the palms and soles and do not believe 
that is often found in cases of poikiloderma. 

Dr. E. W. AspramMowitTz: I have the same difficulty in reconciling the hyper- 
keratosis of the palms and soles. I do not recall having seen it in cases of 
poikiloderma. It is a question whether some other disease should be considered 
or whether further observation is necessary before the case is labeled poikiloderma. 

Dr. GEorGE C. ANDREWS: The case reminded me of the cases of dyspituitarism 
with poikiloderma-like changes, reported by Bruno Bloch. I think that the woman 
has endocrine disease. A basal metabolism test, roentgenograms of the sella 
turcica, an encephalogram and various other tests are indicated. In many cases 
of Cushing’s basophilism the disease is related not to the pituitary but to the 
adrenal glands; so this case should be studied from that angle. I am wondering 
whether the hyperkeratosis of the soles could be related to localized myxedema in 
which there is a great deal of lymph stasis that produces verrucous changes. 

Dr. E. W. AsramMowitz: Dr. Andrews brought up a point which might still 
point to the pituitary. The patient may have keratoderma climactericum. 

Dr. Frep Wise: I agree with those who believe that the eruption is caused 
by a polyglandular disturbance similar to Cushing’s syndrome, in which almost 
invariably telangiectasia and pigmentation of the lower portion of the breasts 
are present. Poikiloderma is merely a symptom, whereas poikiloderma vasculare 
atrophicans is a definite clinical entity, as described by Jacobi. This patient has 
a poikilodermatous skin associated with polyglandular disturbances, but the con- 
dition should not be described as a case of Jacobi’s disease because, as the name 
suggests, that has a variegated appearance. It would be better to describe it 
under a name which at least suggests pituitary basophilism or Cushing’s syndrome. 

Dr. Davin Btoom: I realize the difficulty in diagnosing this condition. Besides 
the poikiloderma-like eruption and the scaly plaques, the patient shows extensive 
keratosis of the palms and soles, which would fit in with psoriasis or keratoderma 
climactericum. One finds erythema of the eyelids in poikilodermatomyositis, but 
in this patient it developed only one month ago, late in the course of the disease. 
I am inclined to agree with Dr. Andrews and Dr. Wise in regard to a thorough 
study of the patient in order to eliminate an endocrine condition such as Cushing’s 
pituitary basophilism. A definite diagnosis, of course, cannot be made at present. 


A Case for Diagnosis (Leukonychia and Hyperpigmentation of Gums and 
Lips). Presented by Dr. E. W. AsprAmMowI1zTZz. 
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Generalized Progressive Scleroderma and Dermatomyositis Improved with 

Diphenhydramine (Benadryl®). Presented by Dr. Maurice J. CosTELto. 

J. F., a married woman aged 42, was presented before this Society on Oct. 10, 
1944, with a generalized progressive scleroderma and dermatomyositis associated 
with acrosclerosis and Raynaud’s phenomenon. 

Since March 1946 she has been given 400 mg. of diphenhydramine daily, with 
remarkable improvement; there is increased mobility of the joints and softening 
of the boardlike infiltrations and the dyspnea, wheezing, dysphagia and loss of 
muscle power have been relieved to a remarkable extent. The results have been so 
spectacular that the only abnormality remaining is the irreversible contraction of 
the fourth and fifth fingers. 

DISCUSSION 

Dr. Davi Broom: I believe that diphenhydramine in such large doses should 
be given to a patient only when he is hospitalized and under close observation. I 
saw a patient who had received 150 mg. of the drug daily over a period of several 
weeks suddenly collapse with a sensation of constriction in the chest and numbness 
of the upper extremities. 

Dr. Maurice J. CostELLo: The patient’s condition was so advanced that she 
had not only severe edematous thickening of the skin and lack of mobility of the 
joints but also dysphagia and dyspnea. Her general practitioner gave her diphen- 
hydramine mainly to relieve what he considered asthmatic symptoms, and she has 
taken 400 mg. every day for a year and a half. I presented this patient before this 
society in 1944, and the change since has been nothing short of remarkable. This 
patient had received dihydrotachysterol (hytacherol®) with no benefit. 

Dr. SAMUEL M. Peck: When dihydrotachysterol works, it is only on the 
edematous part. If diphenhydramine works, it is something entirely different. I 
think that I shall try iontophoresis with pyribenzamine,® as I am doing with neuro- 
dermatitis, especially of the hands. I know that the drug stays in the tissues for 
weeks. 

Dr. ANTHONY C. CIPOLLARO: Does’ diphenhydramine produce vasodilatation? 

Dr. Maurice J. CostELLo: I believe so, because the patient has been free of 
the blanching of the fingers associated with Raynaud’s phenomena. I might add 
that the only other case I have seen recently that approaches this in therapeutic 
result was that of a patient whom I sent from Lenox Hill Hospital to Bellevue 
Hospital, who received a high protein diet with large doses of a protein hydrol- 
ysate (amigen®). Graphic studies were taken of the improved mobility of the 
joints and the skin overlying them. 

Dr. SAMUEL M. Peck: Was there a reversal of result with primary lesions 
again wi 1 a violet ring? 

Dr. Maurice J. CostELLo: No. I have never seen improvement from dihydro- 
tachysterol that was permanent. The diphenhydramine was discontinued in this 
case for three weeks, with recurrence of symptoms. 
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A Case for Diagnosis (Lymphatic Leukemia Following Vaccination 

Against Smallpox?). Presented by Dr. Davin BLoom. 

J. H., a man aged 80, was referred to me in September 1947 by Dr. H. Wolf 
because of a tumor which had developed in the area of smallpox vaccination five 
months previously. The patient also suffers from generalized pruritus. 

On the external aspect of the right arm there was a walnut-sized, erythematous, 
raised and indurated, globular tumor, firm in consistency and with borders infiltrat- 
ing the surrounding skin in an ill defined manner. In the vicinity of the tumor 
there were a number of erythematous, pea-sized and excoriated papules. In addition 
to this lesion which caused severe pruritus, there were excoriated lesions on the 
forearms, the lumbosacral region and the legs. In the axillas slightly enlarged 
nodes were palpable. 

3iopsy of the tumor on the arm revealed a “nonspecific type of granuloma.” A 
blood count on two occasions showed a normal red cell count, but a white cell 
count of 13,600 on one occasion and 16,900 on another. The differential count, 
in addition to 3 per cent blasts, showed 58 per cent lymphocytes and 35 per cent 
polymorphonuclear leukocytes and on another occasion 76 per cent lymphocytes. 

The patient is in good general health except for the generalized pruritus which 
disturbs his sleep. The lesion on the right arm has diminished in size after 
several treatments with filtered roentgen rays. 


DISCUSSION 

Dr. WILBERT SacHs: The microscopic section that I examined was from 
the arm and suggested a nonspecific granuloma. The characteristic picture of 
lymphatic leukemia, which undoubtedly should be present in a lesion of this size, 
was not seen. If the patient has lymphatic leukemia, it is unrelated to the lesion 
on the arm. 

Dr. SAMUEL M. Peck: A number of years ago I thought that it would be 
interesting to take cases of chronic lymphatic leukemia, acute leukemia and diseases 
like purpura hemorrhagica and do trichophytin, tuberculin and venom tests and 
study the histologic appearance, to see how a known blood picture would influence 
a histologic reaction with which I was familiar. I found nothing very striking. 

Dr. WILBERT SAcHS: Instead of a leukemia infiltration, one finds a leukemid 
type of reaction, and this is nonspecific. 

Dr. AntHony C. CrpoLtLaro: Does the patient have leukemia in the first 
place, and did vaccination have anything to do with it if he has? There has not 
been enough evidence to indicate a relation between smallpox vaccination and 
leukemia. 

Dr. Davi Broom: The diagnosis of leukemia was suggested by the increase 
in the white blood cells, the high lymphocyte count and the presence of blasts. 
This opinion was shared by the hematologist, who advised sternal puncture. In 
spite of the absence of a confirmatory histologic report, this diagnosis is most 
probably correct. 


Acrodermatitis Pustulosa Perstans. Presented by Dr. WiLBErt SACHs. 


Lymphoblastoma, Clinically Poikiloderma, Histologically Mycosis Fun- 
goides. Presented by Dr. Jack Wo-r. 
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A Case for Diagnosis (Lichen Planus? Psoriasis?). Presented by Dr. 

NATHAN SOBEL. 

G. F., a woman aged 52, was first seen at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital on Oct. 16, 1947 with 
an eruption of six weeks’ duration. 

On the right upper eyelid there is a well defined, oval plaque which shows an 
erythematous, raised border and depressed, crusted center. On the buccal mucosa 
there are divided plaques with reddish borders. The entire scalp shows thickening 
of the skin, erythema and scaling. There are erythematous, superficial, slightly 
scaly, well defined round plaques on the chest and on the upper part of the back 
and arms on the left. On the extensor aspect of the thighs and inner aspect of 
the right thigh there are some purplish lichenified plaques. There are erythema 
and fissuring in the genitocrural creases. All the finger nails show onycholysis. 
The nails of both big toes are greatly discolored, thickened and loose. 

The only laboratory report available to date is on the Wassermann reaction of 
the blood, which was negative. 

DISCUSSION 


Dr. Davin Btoom: The patient presents lesions on the lower extremities and 
on the buccal mucosa which look like lichen planus and an eruption of the scalp 
and changes in the nails suggesting psoriasis. This combination of psoriasis and 
lichen planus has been reported on several occasions. 

Dr. NATHAN Soset: I think that the lesion on the left buccal mucosa is 
probably a bullous lesion of lichen planus. I have also previously seen lichen planus 
on the scalp. To settle the question, biopsy would be necessary. I think the 
changes in the nails are psoriatic. 


NotEe.—It was reported at the succeeding meeting, in November, that biopsies, 
one from the leg and another from the neck adjacent to the scalp, both showed 
mycosis fungoides. 


A Case for Diagnosis (Peculiar Eruption of Granuloma Annulare?). Pre- 
sented by Dr. Davip BLoom. 


M. McH., a woman aged 41, registered at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital in October 1947, com- 
plaining of an eruption of one year’s duration. The eruption started first on the 
elbows; later it appeared on the lower extremities, and in the past three months 
it has, involved the wrists. There are no subjective symptoms. 

On the posterior and internal aspects of both lower extremities, extending as 
far as the middle of the legs, there is a profuse eruption of bluish-brownish, flat 
lesions, from the size of a lentil to that of a pea, some of which feel somewhat 
infiltrated. A similar but less profuse eruption is seen on the flexor and internal 
aspects of both upper extremities. Over both knees and elbows there are pink to 
skin-colored, raised, indurated papules. Similar lesions are seen over the external 
malleolus of the left leg. There are a moderate number of raised, dark red, firm, 
globular and elongated lesions on the flexor aspect of both wrists, extending to 
the forearm. Over the sacrum, similar lesions form an irregularly shaped plaque. 

Microscopic examination of lesions from the wrist, elbow and thigh all showed 
the structure of granuloma annulare. As reported by Dr. Charles F. Sims, the 
epidermis was thin, and the corium beneath showed basophilic degeneration. In 
the upper and middle parts of the cutis were areas of granular degeneration sur- 
rounded by small, round and wandering connective tissue cells, epithelioid and 
giant cells. The infiltrate took an arciform arrangement in many areas. 
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Dr. Witsert Sacus: I should consider other possibilities in preference to 
granuloma annulare. Before aceepting this diagnosis, I should like to study the 
microscopic sections. Although numerous giant cells may be found, as a rule 


they are not a feature of granuloma annulare. 


DISCUSSION 


Dr. THomas N. GRAHAM: I think that the individual papules on the dorsum 
of the right hand look like the lesions usually observed in granuloma annulare, 
although they are not in annular formation. However, the lesions on the forearm 
do not resemble that dermatosis clinically but, rather, suggest lichen planus. 

Dr. FRANK E. Cormia (by invitation): Dr. Peck and I had the same opinion— 
that, clinically at least, the lesions are suggestive of amyloidosis. 

Dr. SAMUEL M. PEcK: What struck me was the two distinct types of lesions. 
The first was the skin-colored lesions on the back of the hands and even on the 
elbows which I should not hesitate to call granuloma annulare. Then I saw another 
type, peculiar brownish-bluish lesions which made me think of amyloid disease, 
but the fact that the microscopic appearance of three lesions was the same makes 
me doubt that we are dealing with amyloidosis. The peculiar cases shown at the 
meeting of the American Academy of Dermatology and Syphilology in Chicago 
turned out to be extracellular cholesterosis. I should certainly like to see studies 
made along that line. 

Dr. IsapoRE RosEN: The clinical features suggest the lichenoid type of 
sarcoid rather than granuloma annulare. 

Dr. NATHAN SOBEL: One of the thoughts that first occurred to me was 
possible amyloidosis, but against that is the complete absence of itching, which 
is certainly a distinctive feature of amyloidosis. The lesions around the anterior 
surface of the wrist are skin colored and hard and could fit into the picture of 
granuloma annulare. The other lesions are not characteristic and look almost 
like lichen planus at a casual glance. I think it best to include all the lesions as 
granuloma annulare. 

Dr. Maurice J. CostELLo: This case impressed me also as one of lichenoid 
sarcoid. I should like to see the results of tuberculin tests and roentgen examina- 
tion of the chest. I think that it is true that granuloma annulare responds to 
roentgen rays. 

Dr. Davin Bioom: The biopsy report was surprising to all of us who had 
observed this case and did not think of the diagnosis of granuloma annulare. 
Although I have seen atypical cases on several occasions, particularly of dis- 
seminated granuloma annulare in children, I have never seen a case similar to 
this one. The patient will be studied more thoroughly. 


Darier’s Disease. Presented by Dr. NATHAN SoBEL. 


A Case for Diagnosis (Keratoses? Lupus Erythematosus?). Presented 
by Dr. AntHoNy C. CIPOLLARO. 


Mycosis Fungoides. Presented by Dr. Max ScHEER. 
Parapsoriasis Guttata. Presented by Dr. Max ScHEER. 
Hypersensitivity to Cinnabar in a Tattoo. Presented by Dr. Jack Wot tr. 


Multiple Superficial Basal Cell Epithelioma with Arsenical Keratoses. 
Presented by Dr. Jack Wo tr. 





NEW ENGLAND DERMATOLOGICAL SOCIETY 


Bernard Appel, M.D., President 


G. Marshall Crawford, M.D., Secretary 
Boston, Feb. 12, 1947 


Incontinentia Pigmenti. Presented by Dr. G. MarsHatt Crawrorp, Boston, 
and Dr. C. R. Damiani, Worcester, Mass. 


A 4 year old white girl of American birth, P. W., is presented with an eruption 
on the trunk and upper part of the thighs present since early infancy. At about 
the age of 3 months, pigmented streaks were seen on the back of the upper part 
of the thighs. These gradually became more pronounced and extended upward, 
eventually involving the back and abdomen. A year ago, when the patient had 
measles, the pigmented areas were observed to become scarlet; after recovery the 
areas gradually returned to the previous shade of brown. No other member of 
the family has been affected by any similar condition. There was no history of 
congenital anomalies; the child had a normal developmental history and was 
mentally alert. 

Examination reveals a pigmentary disturbance approximating the “bathing 
suit” distribution. The upper limits are the xiphoid level anteriorly, the axillas 
laterally and the inferior edges of the scapulas on the back. It extends downward 
over the trunk and across the hips and buttocks to about the junction of the upper 
and middle thirds of the thighs. The lesions consist of symmetrically arranged 
striate and whorl-like pigmentary deposits of medium brown. The majority of 
them are linear, and their length varies from 1 to 3 cm.; most lesions are from 
3 to 5 mm. in width. They are arranged in parallel fashion corresponding roughly 
to the cleavage lines of the metameric segments. 

A biopsy was performed, and histologic observations were reported as “con- 
sistent with lentigo.” 

DISCUSSION 

Dr. WatterR F. Lever: The histologic picture bears out the diagnosis of 
incontinentia pigmenti. Considerable amounts of melanin were present in the 
upper part of the corium, whereas melanin in the basal layer was not increased. 
Other forms of hyperpigmentation usually show increased pigmentation both in 
the basal layer and in the upper part of the corium. 

Dr. Witt1AM R. Hutt: I think that Sulzberger and Bloch reported a case 
of incontinentia pigmenti and concluded that it was a familial disorder. This 
case is not familial. 

Dr. WALTER F. Lever: In several of the reported cases other abnormalities, 
such as ectodermal defects, were present in the patient as well as in members of 
the patient’s family. There is, however, only one report, that of Naegeli (cited 
by Sulzberger, M. B., Arc. Dermat. & SypuH. 38:57, 1938), concerning the 
familial occurrence of incontinentia pigmenti. Thus, the absence of a familial 


history is not against incontinentia pigmenti. 
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Dr. Joun G. Downine: I rubbed my finger nail on the leg. After a few 
minutes a wheal appeared. I think that it is a case of urticaria pigmentosa. 
Whether this lesion belongs to the nevoid group, I do not know; other cases of 
urticaria pigmentosa are so classified. 

Dr. BERNARD APPEL, Lynn, Mass.: The histologic examination should have 
revealed a typical infiltrate if this were urticaria pigmentosa. 


Pigmented lesions in a 4 year old girl. 


Multiple Epidermal Cysts of the Skin. Presented by Dr. Maurice M. 
To_tMAN, Boston. 


A 29 year old white nurse, S. C., is presented with lesions on the back of her 
hands of six months’ duration. She first noted dermatitis venenata on the knuckles 
of both hands from handling a patient’s flowers. This was an acute vesicular 
eruption which healed with mild therapy but left behind small white nodular 
lesions. Four months ago she received roentgen therapy, 500 r in divided doses. 
This caused increased redness and tenderness; there was no improvement in the 
nodular lesions. In the last few weeks they have become somewhat less prominent 
without further therapy. 
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Examination reveals an eruption limited to the dorsa of the hands and dis- 
tributed over the region of the metacarpophalangeal joints. The lesions consist 
of numerous solitary and grouped, milky white, hard nodules of uniform size; 
they are all 1 to 2 mm. in diameter. A few exhibit a faint narrow rim of sur- 
rounding erythema. There is no tenderness now. 

A specimen was removed for histologic examination, and the diagnosis of 
“multiple epidermal cysts” was made. Results of examinations of the chemicai 
content of the blood, including calcium, cholesterol esters and fatty acids, were 
normal. 

DISCUSSION 


Dr. Maurice M. Totman: The biopsy specimens were studied in several 
laboratories, all with the same diagnosis: epidermal inclusion cysts, with some 
changes in the elastic tissue. There was no evidence of xanthomatous infiltrate, 
or of colloid, as far as we know. In the literature are reports of 3 such cases. 
Ormsby presented one (Ormsby, O. S.: Bullous Dermatitis [Pemphigus?], Arcu. 
DerMaT. & SypH. 28:246 [Aug.] 1933) associated with pemphigus. The lesions 
were in an area of the skin where pemphigoid lesions had healed, leaving these 
cysts. In another instance, cysts came where there was vesiculation following 
exposure to the sun (Dietel, F.: Dermat. Wchnschr. 99:1637, 1934). The third 
patient had lesions at the sites of vesicles probably from dermatitis venenata. We 
have all seen this occur in epidermolysis bullosa. Apparently what takes place is 
a peculiar reaction to trauma. The vesicular lesions heal entirely, and it is in the 
healing areas that one finds the origin of these epidermal cysts, representing some 
peculiar response of the tissue. The patient is now improving, and we cannot find 


any reason for it, although she is now pregnant. It might be that with the hormonal 
reaction there may be a nonspecific response. She is about 50 per cent better. 

Dr. Francis P. McCartuy: The histologic slides showed typical epidermal 
cysts which are seen so often in the lesions of epidermolysis bullosa. One can 
explain the development of epidermal cysts in the latter disease but not so easily 
in a vesicular dermatosis on the basis of trauma. 


Tuberculosis Miliaris Disseminata Faciei. Presented by Dr. Francesco 
RoncHEsE, Providence, R. I. 


Berlock Dermatitis in the Form of a Band Across the Forehead. Pre- 
sented by Dr. G. MarsHALL CrAwrorp, Boston. 


DISCUSSION 


Dr. Maurice J. Strauss, New Haven, Conn.: I do not recall from the 
history that a perfume had been used, but, even if it had been, this should not be 
labeled Berlock dermatitis. I would call it pigmentation following dermatitis. 
The term Berlock dermatitis was coined to describe the disease in cases where 
perfume had been poured on and allowed to run down. The word Berlock means 
pendant. It is that particular configuration in which there is evidence of an 
irritating substance running down in streaks which should be kept as the original 
concept of Berlock dermatitis. 

Dr. Witt1AmM B. Swarts, Greenwich, Conn.: The patient said that he had 
been employed as a bartender and that the eruption started in September. I asked 
whether he served many Tom Collins drinks during the summer, because the use 
of lime oil is important. The mechanism is the same as Berlock dermatitis except 
that the essential oil is sprayed over his face. A patient of mine with dermatitis 
venenata of the face made the diagnosis herself and stated that she never got the 
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eruption until the oil that caused the dermatitis was carried by the effervescent 
soda water to her face. Wiley Sams (Arco. Dermat. & SypuH. 44:571, 1941) 
reported a case of dermatitis based on the photodynamic action of lime oil. 

Dr. Joon G. DowniNnc: This patient has used nose drops which may have 
contained silver nitrate. Silver nitrate is precipitated rapidly by sun. I have 
seen cases in Florida similar to these after exposure to the sun. 

Dr. JosEPH GoopMAN: The patient used a silver salt eighteen years ago for 
gonorrhea. 


Dr. WALTER F. LEvER: The histologic sections show no evidence of argyria. 
If the pronounced darkening of this patient’s skin were due to argyria, one should 
be able to see silver granules in the sections even without resort to dark field 
illumination. There is considerable increase of melanin in the basal layer and an 
abundance of melanin-laden chromatophores in the upper part of the corium. I 
regard this case, from the histologic point of view, as one of hyperpigmentation. 

Dr. JoHN G. Downinc: These patients always exhibit pronounced pigmenta- 
tion if they are exposed to excessive sunlight. Argyria will increase this tendency. 

Dr. Witt1AM R. Hitt: I was not impressed with the possibility of argyria, 
although I did not examine the patient’s nails and conjunctivas. I agree with Dr. 
Lever histologically; there was too much pigment to suggest argyria. Such 
pigment is found around the sweat glands. 

Dr. BERNARD APPEL, Lynn, Mass.: I was impressed not only by the streak 
across the forehead that resembled hat band dermatitis but also by the discoloration 
of the face and neck. Melanosis of Riehl should be considered. In questioning this 
man about his diet, I found that he practically never ate any fresh vegetables or 
fruits. I think that there is a possibility of this being the dietary deficiency type 
of pigmentation which Riehl ofiginally described. This is also consistent with the 
microscopic picture. 

Dr. G. MARSHALL CrAwForD: By common usage, I think that the term Berlock 
dermatitis has come to represent almost any bizarre pigmentary deposit caused by 
photosensitizing agents on the skin. It is difficult to see how such a sharply defined 
rectangular patch could be created without a pattern contact such as a hat band. 
The dye therein, or tanning chemicals, might be incriminated. 


A Case for Diagnosis (Bacterid?). Presented by Dr. JosEpH GoopMAN, 
Boston. 


Mycosis Fungoides in a 56 Year Old Woman. Presented by Dr. Maurice 
M. Totman, Boston. 


Mycosis Fungoides in a 46 Year Old Man. Presented by Dr. Mitprep L. 
Ryan, Brockton, Mass. 


DISCUSSION OF CASES OF MYCOSIS FUNGOIDES 


Dr. Maurice J. Strauss, New Haven, Conn.: The woman has changes on 
her tongue. Dr. McCarthy pointed them out and said that they were lesions of 
mycosis fungoides; he had seen a similar case. I have never before observed this 
and wonder whether it would be possible to have a biopsy done to prove it. 

Dr. Francis P. McCartuy: Textbooks on dermatology and oral medicine show 
plates of tongue lesions in mycosis fungoides. About twenty years ago I saw a 
tongue which presented lesions of mycosis fungoides, somewhat like those on this 
woman’s tongue. The lesions were raised and nodular; the largest was 0.5 by 





930 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


3.0 cm. Qne on the dorsum of the tongue was white on top, suggesting a secondary 
leukoplakic reaction. The rest of the oral cavity was free of lesions. 

Dr. B. J. KenNeEpy, Boston (by invitation): The woman was given urethane 
because of reports describing its use in leukemia and a few isolated carcinomas. 
Urethane is called ethyl carbamate and is an ancient anesthetic for animals. Haddon 
and Sexton (Influence of Urethane on Experimental Tumors, Nature, London 
500:157, 1946) found that phenyl carbamate and phenylurethane produced regres- 
sion of mammary carcinoma in mice and Walker carcinoma in rats. This led 
to investigation with urethane which produced the greatest effect, especially in 
the carcinomas. There were scarring and decrease in the mitoses in the cells. 
Another group from the same hospital began using urethane in human beings 
(Paterson, E.; Haddow, A.; Ap Thomas, I., and Watkinson, J. M.: Lancet 1:677, 
1946). They tried it in 19 patients with myeloid leukemia, 13 with lymphatic 
leukemia and 13 with various types of carcinoma. Among the last group only 4 
(including patients with Hodgkin’s disease and a salivary gland carcinoma) showed 
some regression of the tumor while the others had but little response. The reaction 
in the patients with myeloid leukemia was striking. In nineteen to forty-seven 
days the urethane produced a reduction in the white cell count of 20,000 or more 
cells. It was found that this reduction of the white cells was chiefly in the neutro- 
phils. The hemoglobin did not seem to be affected, or the red cell count, and 
when the patients were given 100 Gm. or more of the drug the hemoglobin rose 
an average of 27 per cent. The patients with lymphatic leukemia showed a similar 
response but not as striking as did those with myeloid leukemia. It was concluded 
that the urethane treatment of leukemia may be comparable to roentgen therapy. 
The rise in hemoglobin, decrease in white cell count and reappearance of normal 
differential counts all followed the same pattern as would be expected with roentgen 
treatment. Because of this and the close relation of mycosis fungoides to lympho- 
matous disease, urethane was given to this patient. My co-workers and I plan 
to give it to a large series of patients to determine whether or not it is a drug 
that should be used in these cases. This patient has been treated for almost two 
weeks, and the only response so far is perhaps some drying of the skin. 

Dr. JAcop H. Swartz: Have you read any reports citing granulocytopenia as 
a complication of this treatment? 

Dr. B. J. KENNEDY, Boston (by invitation): Leukopenia develops in many of 
the patients. If this reaction occurs, the drug must be withdrawn. I have not 
heard of the occurrence of granulocytopenia. 

Dr. ArtHuR M. Simmons: What is the method of administration and dosage? 

Dr. B. J. Kennepy, Boston (by invitation): It is given orally, 1 Gm. four 
times a day. At present I do not believe that there is any definite dose that one 
can adhere to; we expect to try to increase the amount. 


Extensive Nevus Pilosus et Pigmentosus (von Recklinghausen’s Disease?). 
Presented by Dr. G. MARSHALL CRAWFoRD, Boston. 


A Case for Diagnosis (Lupus Erythematosus? Tuberculosis Luposa?). 
Presented by Dr. Rosert H. GotpFars, Boston. 


Telangiectasia, Essential, Limited to Calves. Presented by Dr. Maurice 
M. Totman, Boston. 


C. B., a 32 year old white housewife, is shown with changes on the backs of 
her legs which have been present for three and one-half years. The patient first 
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noted these lesions on both her thighs and her legs. Those on the thighs have 
gradually cleared, but lesions have persisted on the calves. She stated that she 
bruises too easily but gives no history of epistaxis. It was stated that some lesions 
bled on several occasions following minor trauma. This woman was extremely 
nervous and suffered from melancholia during her only pregnancy five years ago; 
she has taken sedatives at night since that time. There has been considerable 
menstrual irregularity. The general medical history was otherwise noncontributory. 
There was no history of similar lesions or of epistaxis in the family. 

Examination revealed a profusion of dilated blood vessels restricted to the lower 
third of each calf. Most of these are of telangiectatic caliber but some are slightly 
larger. They gradually fade out on the middle portion of the calves and on the 
sides of the legs. 

The prothrombin time (clotting time) of the blood plasma was found to be 20 
seconds. The sedimentation rate of the blood was 3 mm. in 1 hour. The cellular 
elements of the blood were normal. A specimen removed for histologic examination 
revealed only atrophy of the epidermis and fibrosis of the corium. One small area 
was treated by electrodesiccation with some resultant diminution in telangiectasia. 


DISCUSSION 


Dr. Water F. Lever: This disorder is really not too rare. It was first 
described in the American literature by Stokes (Am. J. M. Sc. 149:669, 1915) 
under the name of generalized telangiectasia and was thought to be associated with 
syphilis. Among subsequently reported cases some patients had syphilis, but in 
most instances they did not. It was also found that the disorder was not necessarily 
generalized; in patients with localized distribution the lower legs are most com- 
monly affected. The telangiectatic vessels are dilated venules. They are dilated 
because their innervation is defunct. Recently, in a patient with telangiectasia of 
the lower legs, I injected both a vasoconstricting and a vasodilatory drug intra- 
dermally, following Perutz’ directions (Arch. f. Dermat. u. Syph. 148:313, 1924- 
1925). Intradermal injection of 0.1 cc. of a 10 per cent solution of caffeine sodium 
benzoate caused the skin around the site of injection to become bright red, but 
the affected vessels did not change their size. Similarly, 0.1 cc. of a 1: 1,000,000 
solution of epinephrine injected intradermally caused blanching of the skin around 
the site of injection, but did not affect the telangiectatic vessels. The disorder is 
harmless as such, but it is advisable to examine such patients for syphilis. 


Lichen Striatus in a 4 Year Old Girl. Presented by Dr. G. MarsHALL 
CRAWFORD and (by invitation) Dr. J. H. Cox, Boston. 


Bernard Appel, M.D., President 
G. Marshall Crawford, M.D., Secretary 
April 9, 1947 


Psoriasis (Mycosis Fungoides?). Presented by Dr. Jacos H. Swartz, Boston. 


Keratoses, Due to Arsenic, Taken for Psoriasis. Presented by Dr. Epwarp 
A. LAFRENIERE, Arlington, Mass. 


DISCUSSION 


Dr. F. RoncHESE, Providence, R. I.: I wonder whether anybody here has 
treated keratoses with ozonides. This treatment was reported by Sharlit (New 
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York State J. Med. 46:2147 [Oct. 1] 1946) who used with success in dyskeratotic 
dermatoses triolein ozonide, which is formed in olive oil on ozonization. 

Dr. NeEvILLeE Kirscu, Hartford, Conn. (by invitation): Sharlit has used 
ozonides in oil. By rubbing in the oil four times daily his patients succeeded in 
eliminating keratotic lesions. It has also been employed by MacKee. The product 
may be obtained from G. F. Harvey & Company of Saratoga Springs, N. Y., 
and must be refrigerated. Twenty per cent of the ozonide mixture is incorporated 
in an appropriate base and rubbed in four times a day for six to eight weeks. 

Dr. WALTER F. Lever, Boston: I have had no experience with ozonides, but 
I suggest treatment with 2,3-dimercaptopropanol (BAL). Since in this patient 
the arsenic preparation was given only two years ago, there may still be some 
arsenic remaining in her tissues, and it might continue to form keratoses. BAL is 
effective in liberating organic arsenic from tissue. 


Dermatitis Herpetiformis (Contact Dermatitis from Rubber?). Presented 
by Dr. Cart A. DAHLEN, Boston. 


T. B., a 23 year old white girl, displayed an eruption of two years’ duration, 
affecting the forearms, scalp, trunk and buttocks. The first lesions appeared on 
the forearms in the form of vesicles. At some later date the scalp became affected. 
Lesions developed on the back and buttocks about a year ago. Itching and 
burning have been severe; the patient claimed to be exhausted at times from these 
symptoms. 

On examination this young woman revealed a symmetric eruption affecting 
the scalp, forehead, elbows, dorsal aspects of the forearms, shoulders, scapular 
areas, lower part of the trunk and buttocks. On the back is a transverse band of 
clear skin at the level between the brassiere and girdle areas. The primary 
lesions are grouped vesicles and papules with crusted excoriations and pigmented 
scars. These changes are most pronounced on the elbows, shoulders and hips. The 
lines demarcating the clear zone across the back are rather sharp. Both the upper 
part of the back and the girdle area below reveal a mild diffuse erythema, and 
there is a minimal amount of fine branny scaling on these regions. On the upper 
part of the back there are three moderately distinct rectangular patches, which 
stand out from the previously defined changes. One is seated transversely across 
the middle part of the back; the other two are vertically parallel to each other 
on the midscapular regions. These patches are approximately 5 by 15 cm. in size 
and display a perceptible thickening with more scaling than the surrounding skin. 

Results of an examination of the urine and a hemogram were normal. Treat- 
ment included use of diphenhydramine hydrochloride (benadryl®) 0.05 Gm. three 
times daily for five weeks, followed by sulfapyridine, 0.5 Gm., twice daily for two 
weeks. Two suberythema doses of ultraviolet rays were given prior to the sulfona- 
mide drugs. There had been temporary improvement from these measures. 


DISCUSSION 

Dr. Francis M. THurmon, Boston: I agree with the diagnosis of dermatitis 
herpetiformis. If sulfapyridine were used in larger dosage, it would be more 
effective. 

Dr. GEoRGE SCHWARTZ, Boston: I disagree. This is contact dermatitis due 
to rubber inserts in her brassiere and girdle. I had the patient put on her girdle, 
and the lower portion of the eruption formed a complete outline of the garment. 
The dermatitis is now becoming generalized. 
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Dr. WALTER F. Lever, Boston: That would not explain the lesions on the 
forehead and scalp. I agree with the presenter’s diagnosis of dermatitis herpeti- 
formis and would suggest that sulfapyridine be given in larger amounts. I have 
observed a case in which there was no response until 6 Gm. a day were given. 
The patient has been taking that dose for six months, and it controls the eruption. 

Dr. JosEPH GoopMAN, Boston: What blood level of sulfapyridine was reached 
with that amount? 

Dr. WALTER F. Lever, Boston: I have done no determinations of the blood 
level. 

Dr. WiLtLt1AM P. BoarpMAN, Boston: The patient told me that she was 
just as uncomfortable while taking sulfapyridine. If the sulfonamide drugs are 
not well tolerated or are ineffective, why not try potassium arsenite solution 
(Fowler’s solution) which has long been known to be effective in dermatitis 
herpetiformis? 

Dr. JosEpH GoopMAN, Boston: The use of sulfapyridine in dermatitis herpeti- 
formis interested me in relation to a patient I treated recently, starting as Dr. 
Lever did and increasing to a maximum dose of 6 Gm. a day. My patient had 
typical dermatitis herpetiformis. The drug was given in gradually increasing 
amounts over a period of three months. At the end of that time she took 6 Gm. 
daily for two and one-half weeks. The blood level was slightly over 7 mg. per 
hundred cubic centimeters, an adequate level of sulfapyridine. The dermatitis did 
not improve more than 20 per cent. It was a question whether 8 Gm. a day 
would be effective. The blood level seemed adequate, and I was a little uneasy 
about the situation as it was. I wonder how many failures with sulfapyridine 
have been seen by the members of this society, with doses of 3 to 5 Gm. daily 
as a maximum. 

Dr. Oscar GILJE, Oslo, Norway (by invitation): I would like to hear about 
the treatment of dermatitis herpetiformis with diphenhydramine hydrochloride 
(benadryl®). Two patients in Norway whom I treated with benadryl® were 
relieved. In 1 of the cases the disease was of six years’ duration and in the other 
one-half year. When benadryl® therapy was stopped, the itching became worse; 
the patients improved on resuming treatment with benadryl.® 

Dr. BERNARD APPEL, Lynn, Mass.: I questioned this patient about her reaction 
to benadryl® and she told me that it did not help her pruritus. It did procure a 
good night’s sleep and made her feel more relaxed but apparently did not relieve 
the itching. I would agree with the diagnosis of dermatitis venenata due to rubber 
in the clothing. The entire picture is consistent with that diagnosis, not only 
because of the definite, clear, smooth, symmetric pattern which corresponds to 
the articles of clothing worn that contain rubber but also because the rest of the 
eruption is consistent with it. Contact dermatitis due to rubber from articles of 
clothing may produce generalized eruptions. The presence of vesicles certainly does 
not contradict the diagnosis of contact dermatitis. 

Dr. Jacos H. Swartz, Boston: How often do you see clusters of scars in 
dermatitis from rubber? 


Dr. BERNARD APPEL, Lynn, Mass.: Consequent reactions like crusting, follic- 
ular involvement, pigmentation and all the so-called “id” type of lesions depend, 
first, on the duration and, second, on the particular patient’s sensitivity and 
intensity of reaction. 
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Dr. JosEPpH GoopMAN, Boston: I think that we are going far afield when we 
call this a contact dermatitis. Let us assume, with Dr. Schwartz, that this eruption 
corresponds exactly to the rubberized areas of the girdle. It has spread to the 
forehead, scalp and elbows. In contact dermatitis severe enough to produce a wide- 
spread eruption one must also expect a local extension. I cannot conceive of a 
dermatitis of this sort spreading so widely without becoming generalized ‘on the 
trunk. I am sure that if these lesions were not in the area touched by her girdle, 
there would be no doubt about dermatitis herpetiformis. 

Dr. Joun G. Downtnc, Boston: Two months ago this girl presented a classic 
picture of dermatitis herpetiformis, with the characteristic symptom of burning. 
She showed grouping, pigmentation and atrophic scarring. Today there is unques- 
tionably a superimposed contact dermatitis which might be due to the elastic in 
the straps of her brassiere. 

Dr. Cart A. DAHLEN, Boston: There was considerable relief from treatment 
with benadryl,® but the patient failed to return. The next time we saw her she 
had a recurrence. I decided to give sulfapyridine, and it was prescribed in a dose 
of 0.5 Gm. twice a day, but she still did not report back as instructed. If she were 
cooperative, I might have obtained better results by increasing the sulfapyridine. 

Dr. Francis P. McCarruy, Boston: This girl had a very interesting tongue. 
She showed linear filiform papillae along the margins and beneath these areas 
were tufts of white hairlike papillae. I made a diagnosis of depigmented congenital 
defect of the filiform papillae. Some textbooks indicate that there are oral lesions 
in dermatitis herpetiformis. I have never observed them, although I have been 
searching for years. Has anyone here seen lesions in the mouth in dermatitis 
herpetiformis ? 

Dr. Francis M. THurMmon, Boston: I have seen 2 cases; one was shown 
to me in Chicago and the other was presented by me at a meeting of this Society. 

Dr. WALTER F. LEvER, Boston: I have seen 1 patient. His eruption responded 
well to the usual doses of sulfapyridine, 2 to 3 Gm. a day. There was no doubt 
about the diagnosis. 


Lichen Planus of the Eyelids and Buccal Mucous Membranes. Presented 
by Dr. Wittiam J. MacDonatp, Boston. 


Lichen Sclerosus et Atrophicus (Generalized). Presented by Dr. JosEPH 

GoopMAN, Boston. 

DISCUSSION 

Dr. Jos—EPH GoopMAN, Boston: This 43 year old woman has been followed 
in the clinic for six months. At the start there was a hyperkeratotic follicular 
eruption characterized by small horny spicules. She had alopecia when first seen, 
and this has extended since then. It was thought at first that this was a vitamin A 
deficiency, but the vitamin A level and carotene level were normal. In spite of 
that she received 200,000 units of vitamin A daily for a period of two months, 
during which time the eruption became worse. The patient was then admitted to 
the hospital, and a biopsy was performed on the scalp lesions. Those on the arms 
began to look like lichen planus and others have too; but at the same time many 
of the horny spicules seen when she was first observed in the clinic have persisted. 
The picture presented today corresponds closely to the description of the disease 
called “lichen planopilaris” by Sachs and De Oreo (ArcH. DERMaT. & SyPpu. 
45:1081 [June] 1942). 
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Multiple Epidermal Cysts of the Skin. Presented by Dr. F. ROoNCHESE, 
Providence, R. I. 


A 14 year old white school girl, G. deB., American-born of Portuguese parents, 
is presented with lesions which have been present on her face since birth. They 
have not been observed to change appreciably with the passage of time. She had 


Fig. 1—Multiple epidermal cysts of the skin. The face of a 14 year old girl 
studded with milia, a few isolated lesions of keratosis pilaris and erythema. 


no hair anywhere until the age of 3 years; at that time a little began to appear 
on her scalp, and it developed slowly thereafter. There were no eyebrows until 
the past few years, and no hair has developed elsewhere. The patient has always 
been in good health. There is no history of similar disturbances among other 
members of the family. Negro ancestry was denied. The patient seemed of normal 
intellect and was progressing well at school. 
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There is a luxuriant growth of kinky hair on the scalp and the facial con- 
formation is Negroid. The face is reddish pink. The skin thereon appears granular 
and feels slightly rough. It is entirely covered with densely packed miliary lesions 
of 0.5 to 1.0 mm. diameter; these are pearly white and smooth. Diascopic exam- 
ination shows complete blanching of the lesions. No telangiectases can be observed. 
The patient’s eyebrows are sparse, scaly and also studded with milia. The remainder 
of her skin exhibits no hair. The lateral aspects of the arms and thighs reveal 
a sparse eruption consistent with keratosis pilaris, and a few isolated lesions on 
the face are similar in type. No scars can be found anywhere. 

The Hinton reaction of the blood was negative. Results of examination of the 
urine were normal. A hemogram was normal with the exception of a leukocyte 











Fig. 2.—Multiple epidermal cysts of the skin. Histologic section showing 
epithelial cysts. 


count of 10,750 cells per cubic millimeter. The nonprotein nitrogen and glucose 
content of the blood were normal. Histologic examination of a biopsy specimen 
revealed a moderate degree of hyperkeratosis. There were cystic cavities about 
0.2 mm. in diameter just beneath the epithelium; these were lined with squamous 
epithelium and filled with a laminated keratotic mass. No treatment had been 
administered until the past two months, during which time the patient has taken 
200,000 units of vitamin A daily; there has been no appreciable improvement. 


DISCUSSION 


Dr. Jacos H. Swartz, Boston: Although I am in accord with Dr. Ronchese’s 
diagnosis, I should like to point out that the patient had definite hyperkeratotic 
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follicular lesions on her forehead and similar changes on other areas where one 
finds Darier’s disease. I would suggest watching for the development of more 
evidence of keratosis follicularis. 

Dr. F. RoncHEsE, Providence, R. I.: Dr. Bernard Appel suggested to me 
the diagnosis of ulerythema ophriogenes. This would be correct for the miliosis 
and the erythema, but there is no scarring. The keratosis pilaris is limited to a 
few elements and the miliosis-erythematosis is not limited to the eyebrows but 
extends to the entire face. However, this is an excellent suggestion, and an 
investigation will be made on the relation of this case to that rare entity which 
has been called ulerythema ophriogenes sive superciliare Tanzer, folliculitis rubra 
Wilson, keratosis pilaris rubra faciei Brocq and red keratosis pilaris Bazin. This 
case is a good demonstration of the origin of milia in the hair follicle, the lesions 
eventually becoming keratosis pilaris, to be differentiated from the pseudomilia 
following epidermolysis bullosa or pemphigus and the miliary calcified sebaceous 
cysts. It could be considered as a nevoid ectodermal defect. 


A Case for Diagnosis (Sinuses, Nodules and Ulcers of the Buttock. 
Tuberculosis Colliquativa? Actinomycosis?). Presented by Dr. Jacos 
H. Swartz, Boston. 
DISCUSSION 


Dr. Jacop H. Swartz, Boston: I have two more tentative diagnoses to add: 
symbiotic infection with Staphylococccus and Streptococcus, and dermatitis factitia 
plus infection. I saw this man only once, and no laboratory work was done. 
I will be glad to report on the case at the next meeting. 

Dr. Francis M. THuRMoN, Boston: I suggest the diagnosis of dermatitis 
factitia. It is asymmetric, and there was one lesion slightly stained, as though 
something had been applied; there were tiny white vesicles on the top. 

Dr. Joun G. Downie, Boston: For three years I have been treating a man 
with a similar eruption, which started on his legs after contact with oil. I have 
seen these eruptions on the arms following the same event. Cultures from one 
patient showed that he had a synergistic combination of hemolytic Streptococcus 
and Staphylococcus. 


a 4 
PLL i Bes! ? 


Note.—A second biopsy specimen was subsequently removed from the patient's 
thigh, and a sinus tract found in the depth of the wound was curetted to obtain 
additional material for mycologic study. Histologic observations were non- 
specific. An extemporaneous preparation from curetted material revealed the “sulfur 
granules” of actinomycosis, and microscopic study showed the characteristic club- 
shaped formations. Cultural studies were confirmatory. 


Scurvy. Presented by Dr. Georce E. Morris, Boston. 


E. D., a 45 year old white man, formerly occupied as a welder, complained 
of an eruption on the feet, legs and thighs of six weeks’ duration. The first lesion 
appeared on the left thigh as a red scaly patch. Three weeks ago the lower 
extremities rapidly erupted with dark spots all over the legs. The patient has 
consumed considerable quantities of alcohol, and his diet was distinctly inadequate. 


At this time numerous fading purpuric blotches may be seen on the lower 
portions of the patient’s legs and the dorsa of his feet. The remainder of the 
lower extremities, the buttocks and lower portion of the trunk show a sparse erup- 
tion of small, brownish, scaly patches from 0.5 to 1.5 cm. in diameter. 
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The result of the tourniquet test was positive. A hemogram was normal, 
including a count of the thrombocytes. The patient has been given 2 quarts (about 
2 liters) of orange and grapefruit juice daily for the past four days. 


DISCUSSION 


Dr. WALTER F. LEvER, Boston: I suggest the diagnosis of Majocchi’s disease. 
In scurvy one has massive bleeding into the skin. Here they are hemorrhagic 
punctate dots and erythema, as are commonly seen in Majocchi’s disease. 

Dr. JosEPpH GoopMAN, Boston: I agree that the lesions resembled Majocchi’s 
disease, but in my opinion the patient has symptomatic purpura. Whether or not 
he had scurvy could have been ascertained by a vitamin C determination, which 
was not on the record. Since the treatment it would be impossible to say whether 
he had scurvy. Follicular hemorrhages are characteristics of that disease. 

Dr. GeorcE E. Morris, Boston: When this man was seen last week he had 
the follicular hemorrhages which are typical of scurvy. One may find large 
ecchymoses, but it is typically a punctate hemorrhagic disease. Last week the 
result of a tourniquet test was strongly positive. The patient was given a diet 
rich in vitamin C against my orders, and the result of the tourniquet test is now 
negative. The eruption is disappearing. That is not typical of Majocchi’s disease. 


Dermatophytosis of the Extremities, Due to Trichophyton Purpureum. 
Presented by Dr. SEyYMouR J. WHITE, Lawrence, Mass. 


An intradermal injection of 0.1 cc. of Lederle’s diagnostic trichophytin extract 
(1:30) gave rise to an immediate wheal reaction; within ten minutes it measured 
1.5 cm. in diameter, and numerous pseudopods soon appeared. This reaction 
remained about twelve hours and left a persistent, erythematous, scaly patch; 
the result of a control injection of isotonic sodium chloride solution was negative. 
Scales removed from the right palm and planted on Sabouraud’s medium produced 
a growth identified as Trichophyton purpureum. A biopsy specimen obtained 
from the left knee exhibited only nonspecific inflammation. A number of fungicidal 
remedies have been applied for prolonged periods of time without response. 


DISCUSSION 

Dr. Jacos H. Swartz, Boston: I suggest that the mycologic diagnosis be held 
in abeyance until the culture is more characteristic. These lesions do simulate those 
seen with infection by the organism of Trichophyton rubrum (or T. purpureum), 
but it might be Trichophyton gypseum. 

Dr. WattTER F. Lever, Boston: Dr. Swartz, do I understand that T. rubrum 
or purpureum does not cause sensitization? 

Dr. Jacop H. Swartz, Boston: That is correct, and I would not pay much 
attention to the immediate reaction. A diagnosis should not be made on the 
cutaneous test alone, and I cannot do so on the strength of the culture as yet. 

Dr. Francis P. McCartuy, Boston: Is this organism a possible contaminant 
or a true pathogen? I should like to know whether it is found on the skin normally. 

Dr. Jacos H. Swartz, Boston: I have never seen it as a contaminant. 

Dr. Joun G. Downtne, Boston: My co-workers and I cultured 100 specimens 
of normal skin of patients who had never had a fungous infection. Specimens were 
taken from the scalp, the corners of the mouth, between the toes and the soles. 
Pathogenic fungi were found in 2 cases; neither T. purpureum nor Monila albicans 
(Candida) was isolated. 
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Leukoplakia of the Penis. Presented by Dr. Joun G. Downine, Boston. 


J. F., a 65 year old white man of Irish birth, a retired elevated railway con- 
ductor, is presented with the complaint of soreness and cracking of the prepuce 
for about two months. The patient had applied only petrolatum. This afforded 
no relief, and the condition had become steadily worse. 

Examination reveals a distinct thinning of the skin of the prepuce and also 
of the glans penis. There is a constricting sclerotic band about 2 cm. proximal 
to the free edge of the prepuce; this has been partially relieved by biopsy, and 
at that point where the biopsy specimen was taken there is a small crust. The 
remainder of this band is characterized by the appearance of whitish plaques and 
streaks with several erosions and fissures. 

The diagnosis from histologic study was reported as leukoplakia. There has 
been no treatment. 

DISCUSSION 


Dr. Francis P. McCartnuy, Boston: Leukoplakia resembles kraurosis in 
the aged in the sense that there are interstitial changes and leukoplakia and erosion. 

Dr. BERNARD APPEL, Lynn: The diagnosis of kraurosis of the prepuce was 
considered. The microscopic examination ruled that out, because it did not show 
typical changes of kraurosis or atrophy. 

Dr. Francis P. McCartuy, Boston: The depth of the biopsy specimen may 
be misleading. A deep section is essential and special connective tissue stains 
are required in order to rule out kraurosis. In spite of the histologic changes, I 
feel that this is kraurosis of the prepuce. 

Dr. WALTER F. LEvER, Boston: I would oppose the diagnosis of kraurosis. 
The histologic picture of kraurosis is characterized by atrophy of the epidermis 
and degeneration of the collagen. In this case there was neither. The epidermis was 
acanthotic, and there was considerable hyperkeratosis. The biopsy specimen 
extended a fair depth into the connective tissue, and it showed no evidence of 
degeneration. There were numerous dilated capillaries and a chronic inflammatory 
infiltrate. There was no evidence of carcinoma. The histologic picture is con- 
sistent with senile keratosis or leukoplakia. 

Dr. Francis P. McCartuy, Boston: In kraurosis there may be areas of 
atrophy and also leukoplakia with both hyperkeratosis and acanthosis. 

Dr. Jacop H. Swartz, Boston: I agree. 

Dr. JoHn G. Downinc, Boston: There was no evidence of kraurosis or 
atrophy. The skin was infiltrated, fissured and leukoplakic in appearance. It 
probably would go on to cancerous degeneration if neglected. This patient can be 
cured by excising the area affected. 


Leukoplakia of the Tongue, Buccal Mucosa and Lips; Syphilis. Presented 
by Dr. F. RoncHeEseE, Providence, R. I. 


A. D., a 38 year old white man of American birth, a truck driver, for the 
past three years had noted white patches on his tongue and lips and on the inside 
of his mouth. The anterior portion of the tongue was raw for much of this time 
and was somewhat tender, but there was otherwise little discomfort. Shortly after 
the appearance of these lesions the patient was found to have repeatedly positive 
serologic reactions to tests for syphilis. No history referable to the date of infection 
was obtainable; previous genital or cutaneous lesions were denied. No other 
relevant data were obtained. The patient smoked from eight to ten cigars daily. 
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The distal half of the dorsal aspect of this man’s tongue is almost completely 
denuded of epithelium. Within this area there are numerous small, white, infil- 
trated islands and some atrophic scarring. The entire distal half of the tongue 
appears somewhat shrunken and atrophic; the margins are slightly elevated and 
are marked with alternate red and pearly gray striations. The patient’s lips and 
buccal mucosa also exhibit scattered small plaques of white atrophic tissue. 

Treatment has been carried on by the patient’s family physician. It consisted 
of fifty-five injections of bismuth salicylate and thirteen of oxophenarsine hydro- 
chloride (mapharsen®) between May 1943 and October 1945. The dosage of these 
treatments was not known; there had been no clinical improvement. The patient 
was smoking less during that time. In March 1947 3,000,000 units of penicillin 
in oil and wax were administered, without detectable effect on the oral changes. 

The Hinton and Kahn reactions of the blood had both remained consistently 
positive up to the time of presentation. Histologic examination of a biopsy specimen 
taken from the tongue revealed the following changes consistent with leukoplakia, 
acute ulceration and inflammation of the mucosa, with no evidence of malignancy. 


DISCUSSION 

Dr. Francis P. McCartuy, Boston: The erosion on this patient’s tongue 
came on suddenly, and the ulceration has continued for three years. As a result 
of inadequate treatment for syphilis there developed a smooth atrophy suggestive 
of glossitis luetica atrophica. The failure of the ulceration to heal may be explained 
by interstitial connective tissue changes associated with limited blood supply from 
an old endarteritis. I have recently studied syphilitic glossitis in postmortem 
specimens wherein interstitial sclerosis associated with decided narrowing of the 
lumen of arteries and atrophy of the overlying papillae are constantly found. 
The granulation tissue as seen in this case does not become malignant, but the 
leukoplakic lesions in the periphery of the lesion may show a malignant tendency. 

Dr. Joun G. Downrtnc, Boston: When I first saw this man’s tongue I was 
impressed by the sharp outline of the granulations and the intervening islands of 
leukoplakia. I ordered two biopsies to eliminate malignancy; the diagnosis from 
both specimens was chronic inflammation. I might suggest a diagnosis of stomatitis 
factitia. I have seen 3 cases in which this condition was proved to be self- 
inflicted. This man has syphilis, and I believe that he has been applying some 
strong chemical to his tongue to remove the previous leukoplakia. 

Dr. Francis M. THurRMON, Boston: Around the denuded areas there is 
definite leukoplakia of the tongue. I think that the prognosis is serious, because 
once cancer of the tongue develops in a patient with tertiary syphilis there is 
no treatment that is successful. 

Dr. Francis P. McCartuy, Boston: I am interested in what Dr. Downing 
said because it seems unusual to see granulation continue so long without healing. 
The blood supply is greatly diminished, and that may be a factor. Why anyone 
should inflict a lesion of this kind on his own tongue is difficult to understand 
without some compelling motive such as the collection of compensation. The 
patient told me that it developed overnight. 

Dr. F. RoncHEsE, Providence, R. I.: If the changes on this man’s tongue 
are regarded as potentially malignant, the entire surface should be removed with 
the coagulating loupe. 

Dr. Joun G. Downrne, Boston: Syphilis is in the background of this disease 
of the tongue, aggravated by a therapeutic attempt to cure it. 
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Dr. Francis P. McCartuy, Boston: That is a reasonable explanation, and 
the factitial element in this case may explain the unusual findings. 


Psoriasis; Keloids Following “Injections.” Presented by Dr. LEo Koretsxy, 
Chelsea, Mass. 


A Case for Diagnosis (Erythema Multiforme Exudativum? Bullous 
Impetigo?). Presented by Dr. GEorGE ScHWARTZ, Malden, Mass. 


DISCUSSION 


Dr. Mitprep L. Ryan, Brockton, Mass.: I think that this 3 year old child 
has dermatitis medicamentosa. She has had frequent attacks of asthma. Has she 
been given any iodides or bromides? 

Dr. GEoRGE SCHWARTZ, Malden, Mass.: I saw this girl ten days ago. At that 
time she presented bullae of 14 to % inches (1 to 2 cm.) in diameter, arising from 
normal skin. They were on the arms, legs, abdomen and neck; there also were 
six or eight vesicles on the scalp. I found nits and thought that she had bullous 
impetigo. I have not seen her since then, and today she shows a different picture; 
one would think that she was another patient. 


Dr. S. J. Messina, Boston: I think that this is a case of Loeffler’s syndrome. 
She had a high eosinophilic count and a history of asthma, which are characteristic 
of that disease. There may or may not be an eruption which can suggest erythema 
multiforme. I think that Loeffler’s syndrome is a strong possibility in this case. 


Dr. Joun G. Downine, Boston: I agree with the diagnosis of Loeffler’s syn- 
drome. Recently I saw a patient with a history of asthmatic attacks, mottling 
on the chest and an eruption resembling erythema perstans on the chest; the blood 
picture showed a high eosinophil count. 


Dr. Francis M. Thurmon, President 


Dr. G. Marshall Crawford, Secretary 
New Haven, Conn., Oct. 8, 1947 


A Case for Diagnosis (Xanthomatosis?). Presented by Dr. Maurice J. 
Strauss, New Haven, Conn. 


E. C., a 2 year old white girl, acquired a solitary lesion on the right cheek at 
about the age of 4 months. This slowly increased in size, and gradually a few 
similar lesions developed around the original one. The latter attained a size of 
9 by 6 mm. before excision six months ago. They have been asymptomatic. 

On the right cheek there is a group of six small, solid, slightly elevated 
brownish red nodules each about 4 or 5 mm. in diameter. 

Histologic examination revealed only a chronic inflammatory reaction. 


DISCUSSION 
Dr. LEon BasatiAn, Portland, Me.: Although there is no regional enlarge- 
ment of lymph nodes in this case, it is difficult to rule out lupus vulgaris. 
Dr. ALFRED HOLLANDER, Springfield, Mass.: My opinion is that these lesions 
belong to the group of localized xanthoma. I did not study the slide too well, but 
the section did show some foam cells. 





942 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. E. Mytes StanpisH, Hartford, Conn.: I recall that about fifteen years 
ago I saw an almost exact counterpart of this lesion as far as color and induration 
are concerned; it proved to be lupus vulgaris. 

Dr. JosEpH MULLER, Worcester, Mass.: I also thought of tuberculosis, but 
with pressure under a glass slide there was absolutely no sign of the typical apple 
jelly color that lupus vulgaris should show. 

Dr. Ettwoop C. WelseE, Bridgeport, Conn.: Although the light was poor 
where this little girl was shown, I thought that I could see a number of comedos 
in the affected area. I have seen cases of precocious acne accompanied with 
chronic granulomatous lesions which were similar in appearance. 

Dr. BERNARD APPEL, Lynn, Mass: I had the same first impression, but 
then I moved the baby into better light and saw that these pinpoint black dots 
were not comedos but little deposits of pigment. My next feeling was that this 
was a nevus xanthomatosus. I did not see the slide, but I do not consider the 
presence of foam cells essential. 

Dr. G. MARSHALL CRAWFORD, Brookline, Mass.: There were definite small 
pigmentary deposits. The possibility of a sebaceous nevus came to mind in view 
of the yellowish red color and firm consistency of the nodules. I searched the 
section for foam cells but saw only a number of large pale reticulated structures 
which suggested portions of sebaceous glands cut at the edges. 

Dr. Jacop H. Swartz, Boston: This lesion may be given several different 
names. It does not matter whether it is called nevus comedonicus or a sebaceous 
nevus; it falls into the same group. I do not believe that a foam cell will ever be 
found. 


Granuloma Annulare. Presented by Dr. Maurice J. Strauss, New Haven, 
Conn. 


Keratosis Follicularis. Presented by Dr. ALBERT LEVENSON, Bridgeport, Conn. 


Dermatitis Herpetiformis. Presented by Dr. CHARLES N. SuLtivan, New 
Britain, Conn. 


E. S., a 42 year old white printer, first had severely pruritic lesions on the 
back of the left thigh four years ago; the eruption slowly spread and became 
generalized. There have been several remissions and exacerbations, but the 
eruption has never completely cleared. 

There are groups of crusted papules, each lesion about 2 to 3 mm. in diameter, 
scattered profusely over the trunk and extremities. On the cheeks there are 
vesicles, some recently abraded and crusted. There are many macular scars with 
pigmentation. 

Examination of the blood revealed nothing abnormal except 11 per cent 
eosinophils. Microscopic examination of a biopsy specimen, reported by Dr. 
Wilbert Sachs, of New York, showed the vessels of the middle and upper parts 
of the cutis dilated and the walls slightly thickened. There was a perivascular 
infiltrate of small round cells and wandering connective tissue cells. There was 
moderate interstitial edema in the upper part of the cutis. The epidermis was 
regularly acanthotic, with an impetiginized cavity which had partially broken 
through at one point. 

Sulfapyridine relieved the pruritus but produced urticaria. Sulfadiazine and 
roentgen ray treatment produced a remission, but the eruption recurred when this 
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treatment was discontinued. Tripelennamine hydrochloride (pyribenzamine hydro- 
chloride®), 50 mg. four times a day, is of slight value at this time. 


DISCUSSION 


Dr. BERNARD APPEL, Lynn, Mass.: I think that the case is clinically typical 
of dermatitis herpetiformis and accept the diagnosis as presented. The patient 
said urticarial reactions were so severe that he was completely covered with 
wheals. Since sulfapyridine produces such a reaction, I suggest that tripelennamine 
hydrochloride be used in appropriate doses; I should prescribe 600 or 800 mg. 
daily. A patient with dermatitis herpetiformis who took sulfapyridine with fairly 
good results was recently given diphenhydramine hydrochloride (benadryl hydro- 
chloride®) for a comparison. She noted more lasting relief and recession of the 
lesions than with sulfapyridine. One expects some trouble from sulfonamide drugs, 
and it is much safer to use tripelennamine or diphenhydramine in large doses. 

Dr. MAuricE M. TotmANn, Boston: Since 1938 I have had under personal 
observation 3 patients with dermatitis herpetiformis who have taken sulfapyridine 
continually without reaction, and it controlled their disease. I am a little afraid 
of continuing its use indefinitely. We decided to try diphenhydramine and 
tripelennamine in doses of 600 mg. daily in carefully controlled patients in the 
hospital but observed no relief from pruritus or diminution of the lesions. We then 
administered sulfapyridine; there was immediate response, and remission took place. 

Dr. Jos—EpH GoopMAN, Boston: On the other side of the picture, I should like 
to mention a patient who took sufficient sulfapyridine to produce a blood level of 
7 mg. per hundred cubic centimeters with but little effect on the dermatitis 
herpetiformis. That patient has responded better to 400 mg. of diphenhydramine 
daily than to the large doses of sulfapyridine. One must thus conclude that some 
patients do better with one drug and some with the other. I cannot maintain that 
sulfapyridine controls the disease in all patients with dermatitis herpetiformis; the 
same is true of tripelennamine and diphenhydramine. 

Dr. NeviL_E Kirscu, Hartford, Conn.: Some physicians in general practice 
have treated dermatitis herpetiformis with nicotinic acid. 


Hemangiolymphangioma of Tongue. Presented by Dr. Maurice J. Strauss, 
New Haven, Conn. 


Sarcoidosis of Skin. Presented by Dr. E. Mytes Stanpisu, Hartford, Conn. 


Adenoma Sebaceum. Presented by Dr. Maurice J. Strauss and (by invita- 
tion) Dr. Louis O’Brasxy, New Haven, Conn. 


H. M. is a 12 year old white school girl. About two months after she was 
born, her parents first noticed thickening under the toe nails and finger nails. At 
the age of 7 years, papules appeared on the face. Both parents are living and 
well and have no lesions of the skin although both are mentally defective. One 
brother has a speech defect and is classified as mentally defective but shows no 
cutaneous abnormality. Two brothers and two sisters are mentally and physically 
normal. The patient herself is mentally normal. 

On the face there are numerous groups of small discrete white papules, sym- 
metrically distributed over the forehead, on the sides of the nose and on the zygoma. 
All the nails of the hands and feet are thin, soft and discolored, especially the 
nails of the great toes, and their growth is retarded. There are brown fibrotic 
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tumors under most of the nails, elevating the plate from the bed. The extensor 
surfaces of the arms and legs, the back and the buttocks are dry with follicular 
hyperkeratosis. 

Examinations of the blood and urine showed normal conditions. The Kahn 
reaction of the blood was negative. 


DISCUSSION 


Dr. ALBERT LEVENSON, Bridgeport, Conn.: I should call this a case of 
milium. Clinically the lesions do not resemble those of Pringle’s adenoma sebaceum. 

Dr. ALFRED HOLLANDER, Springfield, Mass.: I definitely exclude Pringle’s 
disease. I feel especially that the numerous lesions on the forehead are those so 
often seen in the common type of acne and that if one tried to remove them, one 
would find some to be comedos, some to be milium-like and some to be hygromas. 
Further inspection of the face revealed other small comedo-like lesions. The 
lesions on the face fall partly into the acne group and partly into the hygroma 
group. Those on the forearms should be classified as keratosis pilaris. 

Dr. G. MARSHALL CRAWFORD, Brookline, Mass.; I agree with what has been 
said, but I insist on the diagnosis of tuberous sclerosis, also making a plea that 
all such cases be called tuberous sclerosis. Adenoma sebaceum and other subsidiary 
diagnoses may be added as presented by each individual patient. The cutaneous 
and visceral anomalies reported in cases of tuberous sclerosis are almost beyond 
enumeration. A wide variety of cutaneous changes occur. Most characteristic 
are the subungual keratoses which in this girl involve every one of her twenty 
nail beds. She does not show the characteristic adenoma sebaceum, as every one 
else has said. The milium-like changes do not exclude the diagnosis of tuberous 
sclerosis; neither do the keratosis-pilaris-like changes, which in this case are not 
limited to the usual areas but are diffuse. The entire skin shows varying degrees 
of follicular hyperkeratosis. There is also a background of mental deficiency and 
other abnormalities, which is entirely characteristic of tuberous sclerosis. 

Dr. EARL GLickLicH, Boston: I have observed a case of adenoma sebaceum 
in which it was necessary to have fundus examinations for additional information 
to make a diagnosis. Such an examination usually shows a strawberry or mul- 
berry type of growth on the fundi. I suggest that an ophthalmologist examine this 
patient’s eyegrounds. 

Dr. G. MARSHALL CRAWrForRD, Brookline, Mass.: There should also be 
roentgen examinations of the chest and kidneys, since polycystic kidneys and 
various other visceral changes are much commoner than is usually supposed. 


Erythroplasia of Queyrat, Penile. Presented by Dr. Maurice J. Strauss, 
New Haven, Conn. 


Dermatitis Exfoliativa. Presented by Dr. MicHaEL J. Morrissey and Dr. 
Harry S. Reynoxtps, Hartford, Conn. 


Squamous Cell Carcinoma of Leg; Blastomycosis? Presented by Dr. 
Exttwoop C. WEIsE, Bridgeport, Conn. 


Multiple Idiopathic Hemorrhagic Sarcoma of Skin. Presented by Dr. 
Maurice J. Strauss, New Haven, Conn. 
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Multiple Idiopathic Hemorrhagic Sarcoma of Skin. Presented by Dr. 
M. J. Morrissey and Dr. H. S. Reynotps, Hartford, Conn. 


Aphthous Stomatitis. Presented by Dr. Maurice J. Strauss, New Haven, 
Conn. 


Alopecia Cicatrisata. Presented by Dr. Maurice J. Strauss, New Haven, 
Conn. 


Acarophobia. Presented by Dr. ELtwoop C. WEIsE, Bridgeport, Conn. 


Blastomycosis of the Skin. Presented by Dr. Maurice J. Strauss and (by 
invitation) Dr. Harry SiceEL, New Haven, Conn. 


H. M., a 23 year old white electrician, first noticed a “pimple” on his left 
shoulder about a year ago. For six months immediately preceding the development 
of this lesion he lived in Connecticut. From September 1945 to February 1946 
he was in Korea and from March to September 1945 in Okinawa. Prior to that 
he lived in Idaho. While in Okinawa, some “sores” developed on the back of his 
neck and on the extensor surfaces of both hands. These healed spontaneously 
within about six weeks. The lesion which marked the onset of the present condition 
grew slowly and progressively. As the border extended, the central portion partly 
healed. 

There is now a large lesion on the left shoulder, about 18 cm. long and 10 cm. 
wide. The border is circinate, bluish red, raised, rolled and indurated. The 
marginal elevation slopes gradually toward the center of the lesion. The border 
is most prominent at its medial edge, and there it appears somewhat verrucous. 
Several portions of the margin are tender and exude small drops of pus on 
pressure. The lateral edge of this lesion is flatter and more cicatricial. 

Direct microscopic examination of exudate from the lesion showed round, thick- 
walled, budding cells. Cultural studies yielded a typical growth of Blastomyces 
dermatitidis: hyphal with chlamydospores at room temperature and budding cells 
when incubated. There has been no treatment administered. 


DISCUSSION 


Dr. Jacop H. Swartz, Boston: I saw the slides and culture mounts and agree 
with the diagnosis of blastomycosis. The culture was difficult to identify, as are 
all cultures in such cases. The one grown at room temperature showed the hyphal 
type of growth with chlamydospores. The one grown on Sabouraud’s medium at 
incubator temperature exhibited the typical budding cells which are characteristic 
of Blastomyces. Clinically the lesion was also compatible, with wartlike projec- 
tions from the border. The question at present is how to cure it. I suggest a 
combination of sulfonamide drugs and roentgen rays. Beyond that, I suggest ethyl 
iodide by inhalation. Excision would be satisfactory if the condition is not systemic. 
It is advisable to have a roengen examination of the chest and other structures 
that are liable to be involved, together with a complete neurologic examination and 
study of the spinal fluid. The scar from a previous vaccination also shows early 
lesions of blastomycosis. 


Dr. ADRIAN ScoLten, Portland, Maine: Must one go out of the country to 
acquire this disease? 
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Dr. Jacop H. Swartz, Boston: No. It is named North American blasto- 
mycosis only to differentiate it from European blastomycosis. 

Dr. Maurice J. Strauss, New Haven, Conn.: Is there any particular sul- 
fonamide preparation which should be chosen? 

Dr. Jacop H. Swartz, Boston: I have had little experience in the use of 
sulfonamide drugs in treatment of blastomycosis, but several drugs of that group 
have been successfully used. Iodides should not be used until after an intradermal 
test with blastomycin has been made. It may be necessary to desensitize the 
patient before administering iodine compounds. The same applies to patients 
with moniliasis. 

Dr. ALBERT LEVENSON, Bridgeport, Conn.: I should like to ask Dr. Swartz 
whether the danger in giving sodium iodide is due to the fact that the patient has 
blastomycosis. Sodium iodide is used in many conditions. 

Dr. Jacop H. Swartz, Boston: I believe that the form of iodide does not 
matter. It is the allergic factor that counts. The principle is the same as that 
in giving iodides to a patient with tuberculosis. The reaction is on an allergic 
basis and may be compared to a Herxheimer reaction. Any patient with a systemic 
fungus infection may be a poor risk. 

Dr. Harry SiceL, New Haven, Conn. (by invitation): I saw several patients 
with blastomycosis of the skin in a military hospital, and all of them were treated 
with iodide without previous desensitization. Though they were not previously 
tested for allergy to blastomycosis, none of those patients had ill effects. 


Pemphigus Erythematosus. Presented by Dr. Maurice J. Strauss, New 
Haven, Conn. 


Foreign Body Granuloma in Skin of Finger. Presented by Dr. E. Mytes 
StanpisH, Hartford, Conn. 


Hidradenitis Suppurativa. Presented by Dr. Maurice J. Strauss and (by 
invitation) Dr. CARTER MARSHALL, New Haven, Conn. 


Erythema Multiforme. Presented by Dr. WiLttAm B. Swarts, Greenwich, 
Conn. 


Hemangioma of Left Thigh and Leg. Presented by Dr. Maurice J. StRAuss 
and (by invitation) Dr. Harry S1cEL, New Haven, Conn. 


A Case for Diagnosis (Leishmaniasis of Skin?). Presented by Dr. ALBERT 
LEVENSON, Bridgeport, Conn. 


Tuberculosis Luposa. Presented by Dr. Maurice J. Strauss, New Haven, 
Conn. 


Tuberculosis Luposa; Cutaneous Horn. Presented by Dr. Maurice J. 
Strauss, New Haven, Conn. 


Bowen’s Disease. Presented by Dr. WiLLt1AmM B. Swarts, Greenwich, Conn. 





NEW ENGLAND DERMATOLOGICAL SOCIETY 


Dr. Francis M. Thurmon, President 


Dr. G. Marshall Crawford, Secretary 
Dec. 3, 1947 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. Maurice M. ToLman, 
Boston. 


Basal Cell Epithelioma, of Nose, Forehead, Left Eyebrow and Left Upper 
Eyelid. Presented by Dr. Joun G. Downine and (by invitation) Dr. HARVEY 
B. ANSELL, Boston. 


Tinea of Face (Microsporum Fulvum) ; Neurodermatitis Circumscripta of 
Wrist. Presented by Dr. SEymMour J. WuirTE, Lawrence, Mass. 


Chronic Pemphigus of Eye with Cicatrizing Lesions of Skin. Presented 
by Dr. BERNARD APPEL, Lynn, Mass. 


Frambesia Tropica (Yaws). Presented by Dr. Joun G. Downe, Boston. 


E. R., an 8 year old Negro girl, has had lesions on the right heel and left 
gluteal fold for the past ten months. The first lesion to develop was on the right 
sole; it appeared in December 1946. At that time the child resided in Jamaica, 
British West Indies, where a diagnosis of yaws was made. Treatment consisted 
of one injection of a bismuth preparation and three of arsphenamine, and the lesion 
healed. Another appeared on the right heel in July 1947, and the patient moved 
to Boston a month later. She was first seen in the Boston City Hospital clinic 
in September 1947, and by that time another lesion had developed in the left gluteal 
fold. There has been good response to therapy. 

Examination of the right heel when first seen three months ago revealed a 
raised, crusted, nontender granuloma, 1.5 by 1.5 cm. This was surrounded by a 
2 cm. area of induration and scaling. A similar, but smaller, lesion was present 
in the left gluteal fold but with less induration. At this time there is little to be 
seen on either area. The skin is slightly blacker than this moderately dark negroid 
integument, and a very indistinct trace of induration can be palpated. 

A dark field examination of material obtained from the lesions revealed 
organisms indistinguishable from Treponema pallidum. The Hinton and Kahn 
reactions of the blood were positive on two occasions. The hemoglobin content 
and red cell and white cell counts of the blood were normal; a differential smear 
revealed 48 per cent polymorphonuclear leukocytes, 42 per cent lymphocytes, 8 per 
cent monocytes and 2 per cent eosinophils. Treatment consisted of intramuscular 
injections of penicillin; a total of 3,350,000 units was administered. 


Frambesia Tropica (Yaws). Presented by Dr. Joun G. Downtne, Boston. 


D. R., a 5 year old Negro boy, a brother of the preceding patient (E. R.), has 
lesions on the left heel and the buccal mucous membrane. The first change appeared 
on this little boy’s knee after an injury in April 1947 which failed to heal. The 
ulcer was diagnosed as yaws and treated with three injections of a bismuth prepa- 
ration plus seven of arsphenamine. During the time of treatment several other 
lesions appeared on both legs, but all were healed by the time therapy was ter- 
minated. He also came to Boston in August 1947. There was no further trouble 
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until October 1947, when a lesion appeared on the left heel which was subsequently 
diagnosed in the Boston City Hospital as yaws. Another lesion was discovered 
on the left buccal mucous membrane at that time. 

When examined in October, this little boy revealed a superficial ulcer on the 
left heel. It was 1.5 by 1.5 cm., with slightly elevated margins and was not tender. 
Treatment was not started for about a week, and during that time the entire lesion 
became raised, with the appearance of a chronic granuloma, and was distinctly 
indurated. The lesion on the left buccal mucous membrane consisted of a shallow 
ulceration measuring 6 by 6 mm.; no induration could be detected. There were 
numerous enlarged, nontender posterior cervical and inguinal lymph nodes. At 
present there is nothing on the left heel except a trace of deeper pigmentation. 
The buccal mucous membrane exhibits no change of any kind. 

Dark field examination revealed organisms indistinguishable from Treponema 
pallidum. The Hinton and Kahn reactions of the blood were repeatedly positive. 
The white cell count of the blood was 13,400, and the red cells numbered 3,640,000 
per cubic mm.; a differential smear contained 48 per cent polymorphonuclear 
leukocytes, 50 per cent lymphocytes and 2 per cent monocytes. Treatment consisted 
in administration of 4,000,000 units of penicillin by intramuscular injection. 


DISCUSSION OF CASES OF FRAMBESIA TROPICA 


Dr. Joun G. Downrnc, Boston: At the June Meeting of the American Derma- 
tological Association, Dr. Rein reported a series of 1,000 cases of yaws, in all of 
which the clinical lesions disappeared under treatment, but the serologic reactions 
became negative in only 15 per cent. He gave 1,200,000 Oxford units. In the 
discussion of that report, others who had had experience with yaws stated that the 
reactions of as high as 40 per cent of their patients remained positive. It was 
clearly indicated that large doses of penicillin are needed to cure this disease; 
greater quantities will result in better clinical and serologic response. 


Tuberculosis Luposa. Presented by Dr. Jos—EpH GoopMaN, Boston. 


Idiopathic Macular Atrophy of Skin. Presented by Dr. WiLt1Am R. HILt, 
Boston. 


Hemangiolymphangioma of Skin. Presented by Dr. S. J. Messina, Boston. 


A Case for Diagnosis (Mycosis Fungoides or Late Cutaneous Syphilis?). 
Presented by Dr. WILLIAM R. HILt, Boston. 


Lupus Erythematosus, Restricted to Lips. Presented by Dr. G. MARSHALL 
Crawrorp, Brookline, Mass. 


W. G., a 23 year old white American student, presents lesions on his lips of 
six years’ duration. This difficulty began as a single fissure in the center of the 
upper lip which refused to heal. It became worse every summer and was aggra- 
vated by any exposure to heat. At first it would heal in the winter, but it has 
become worse with the passage of time and now does not heal at any time. The 
fissure spread to become a raw area which slowly extended inward and upward. 
It has been most uncomfortable throughout most of this time, and the greatest 
discomfort is on the inner aspect of the upper lip. Smaller lateral lesions appeared 
later. Two years ago the area measured 2 cm. in length (transversely) and was 
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about 5 mm. in width. The patient was subsequently on naval duty in the tropics, 
and his lip became so badly swollen that he was incapacitated much of the time. 
He was finally sent back to the United States for that reason. The lower lip 
became involved while he was in the South Pacific, but the condition has never 
been as severe as on the upper lip. 

At the present time the external appearance of the lips is grossly normal except 
for slight edema of the upper lip. The inner aspect of the latter reveals intense 
erythema involving the two center fourths of the lip. There is a depression 
within the affected area as though it had been drawn inward by scarring, but no 
scarring can be definitely made out. A mild degree of maceration is present, and 
the affected area appears abraded. The lower lip is similarly but much more 
mildly affected and only along the occlusal surface. 

This is a private patient who was seen in consultation, and there was no oppor- 
tunity permitted for laboratory study. None has been carried out elsewhere. Treat- 
ment in the past has consisted of liver injections, arsenic drops, several unknown 
injections, great quantities of vitamins and roentgen ray therapy. More recently 
injections of a gold preparation have been given (quantity unknown); these were 
stopped because of local reactions at the affected site. In the last few months, 
the patient has received oxophenarsine hydrochloride (mapharsen®), and he feels 
that this has been responsible for slight improvement. 


DISCUSSION 


Dr. BERNARD APPEL, Lynn, Mass.: I have only an unhappy prediction to make. 
In my experience in several similar cases the prognosis is bad. The disease 


persists, and nothing I know of has done any of the patients any good. 


Dr. Joun G. Downrne, Boston: On close examination, the glandular orifices 
are plainly visible, owing to dilatation of the ducts. There is a sticky secretion. 
My diagnosis is cheilitis glandularis apostematosa. 

Dr. WiLL1AM R. HILt, Boston: In the last two years I have observed 4 
patients with dermatitis of the lips somewhat similar to that which this patient 
presents. Three patients related the onset of their eruption to exposure to sun. 
Two were sailors in the Caribbean area, and their disease was diagnosed as lupus 
erythematosus; they were treated with bismuth and gold preparations without 
response. During the period of observation 1 of these men had a typical eruption 
of allergic eczema on the back of the hands, and the thought occurred to me that 
perhaps the disease was a virus infection. With this in mind, I treated 2 patients 
with smallpox vaccine but noted no improvement. 


Dr. G. MARSHALL CRAWFORD, Brookline, Mass.: This man is not my patient. 
I saw him five or six years ago when his complaint first began and there was 
nothing present except a small fissure which had healed during the winter months 
and then recurred. He went to war but was discharged from the service because 
of these lips, receiving treatment from several sources as indicated in the history. 
I recently saw him again in consultation. I was not satisfied with the diagnosis 
as presented, and yet I could not dery it. Nevertheless, I think that there is a 
possibility that he may not have lupus erythematosus. Without other lesions, the 
disease is an enigma. 

Dr. Wittram R. Hitt, Boston: Does the fact that the lips respond to 
bismuth or gold help in the diagnosis of lupus erythematosus? 

Dr. Maurice M. Totman, Boston: I have searched steadily for a case of 
lupus erythematosus discoides limited to the mucous membrane. I have heard of 
such cases but have yet to see one. I am inclined to think this is not lupus erythe- 
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matosus. This man has a protruding lower lip. I have seen a number of men 
within the ages of 18 to 25 with carcinomatous degeneration of the lower lip 
following extensive exposure to sun. I have also seen lupus erythematosus of the 
lip which soon developed into carcinoma, and I think this patient will have 
carcinoma. Lupus erythematosus of the mucous membrane does not respond well 
to bismuth. 

Dr. BERNARD APPEL, Lynn, Mass.: Several years ago I saw a middle-aged 
woman with lesions on the inner aspect of the lower lip that looked like either 
lichen planus or the climacteric type of leukoplakia. The eruption turned into a 
more classic lichen planus and subsequently spread onto the buccal mucosa. A 
biopsy was done and the microscopic examination showed either lupus erythematosus 
or chronic inflammatory reaction of mucous membrane. It was not until two or 
three years later that the lesions finally extended onto and beyond the vermilion 
borders of both lips, showing the classic cutaneous changes. Although, strictly 
speaking, that disease was not limited to the mucous membrane, nevertheless it 
started there and was localized there for a long time. Going back to the present 
case, I feel that this is more likely to be lupus erythematosus of the mucosa and 
less likely to be carcinoma of the lip. 


Pityriasis Rubra Pilaris. Presented by Dr. Leon BABALIAN, Portland, Maine. 
Lichen Nitidus. Presented by Dr. E. A. LAFRENIERE, Arlington, Mass. 
Lichen Planus. Presented by Dr. GeorcE Morris, Boston. 


Case for Diagnosis (Nevus Linearis? Linear Lichen Planus?). Presented 
by Dr. GEorGE Morris, Boston. 


Multiple Idiopathic Hemorrhagic Sarcoma of Skin. Presented by Dr. G. 
MARSHALL CRAWFORD, Brookline, Mass. 


Pseudoxanthoma Elasticum of the Neck with Angioid Streaks. Presented 
by Dr. Joun ApAmMs Jr., Boston. 


This case provides a classic picture of pseudoxanthoma elasticum, first described 
by Balzer in 1884. It may be located on the flexor folds, the axillas, the upper 
and inner surfaces of the thighs and the abdomen, and in very rare cases the 
mucous membranes are also affected. The lesions are asymptomatic but may 
persist for years. Areas of calcification have been reported in the affected parts. 
The angioid streaks of the retina, as noted in this patient, occur in about 25 per 
cent of the cases. They are probably a part of a generally defective elastic tissue. 
Hypertension may be found in some of the patients and also degeneration of the 
elastica of the larger arteries. This might account for the hemorrhages which 
occur in various organs, including the brain. The cause is unknown, and the 
disease is harmless. 


Leukemia Cutis (Type Unspecified). Presented (by invitation) by Dr. PAuL 
J. CaATINELLA, Boston. 


Lymphatic Leukemia with Herpes Zoster, Generalized. Presented by Dr. 
S. J. Messina, Boston. 





NEW ENGLAND DERMATOLOGICAL SOCIETY 951 


Chronic Pyoderma (Staphylococcus Aureus). Presented by Dr. GEORGE 
Morris, Boston. 


A Case for Diagnosis (Sarcoid? Tuberculid?). Presented by Dr. BERNARD 
APPEL, Lynn, Mass. 


Hodgkin’s Disease of the Skin. Presented (by invitation) by Dr. Paut J. 
CATINELLA, Boston. 


D. F., a 34 year old white housewife of Irish birth, presents a lesion on the 
front of the left thigh which is said to be of only nine weeks’ duration. It appeared 
first to be a small blister and then became a shallow ulcer which gradually enlarged. 
The lesion had been asymptomatic. 


At the time of first examination, several weeks ago, a solitary lesion was found 
on the anteromedial aspect of the patient’s left thigh about 4 inches distal to the 
inguinal ligament. This proved to be a moderately shallow circular ulcer of 2.5 
cm. diameter. The center portion of the base of the ulcer was slightly raised, 
granulomatous and moist on the surface. The borders were firm, and the tissue 
about the periphery was deeply infiltrated. 


A biopsy specimen was obtained, and the histopathologic examination revealed 
changes indicating a diagnosis of Hodgkin’s sarcoma. The white cell count of 
the blood was 2,750 per cubic millimeter; a differential smear revealed 56 per cent 
polymorphonuclear leukocytes, 38 per cent lymphocytes, 3 per cent monocytes and 
3 per cent eosinophils. Roentgenologic examination of the chest, lumbosacral 
portion of the spine, pelvis and hips revealed nothing abnormal except a “con- 


densing osteitis of the right ilium.” 

The patient’s lesion was widely excised two weeks ago. The scar is soft, 
without suggestion of recurrence. 

DISCUSSION 

Dr. Francis M. THurmon, Boston: What is the prognosis in this case? 

Dr. Joun G. Downtnc, Boston: We should raise the question of further 
therapy at this point. Have sufficient measures been taken? 

Dr. BERNARD APPEL, Lynn, Mass.: When I first ‘saw the patient, I considered 
this to be syphilis, probably an unusual extragenital chancre. A week or so later 
this was an oozing, exuberant, red, moist, granulating, mushroom type of lesion 
with the edges firm and curled outward, and then it looked like either a rapidly 
growing carcinoma or sporotrichosis, or perhaps one of the other mycctic granu- 
lomas. The last thing in my mind was Hodgkin’s disease, and when I heard the 
microscopic diagnosis I could hardly believe it; yet the slide shows cells of the 
immature lymphoblastoma type that are consistent with Hodgkin’s disease. 

Dr. Maurice J. Strauss, New Haven, Conn.: As the patient was presented 
today, there was no lesion to be seen. However, having now looked at the colored 
photograph, I feel that we would be justified in making a diagnosis of mycosis 
fungoides of the tumor d’emblée type. It is not always easy to tell mycosis 
fungoides from Hodgkin’s disease microscopically, and it is quite possible that this 
error could occur. I recall a similar case presented to this Society several years 
ago at a meeting at New Haven, Conn. The man died six years later, I believe 
in an accident, and had never had any known recurrences. The lesion was in the 
lumbar region, and a simple but wide excision was performed with skin grafting. 
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For all practical purposes, that is what has been done upon the patient presented 
today, and it may well be all the treatment that will be necessary. 

Dr. WALTER F. LEvER, Boston: The histologic section was densely infiltrated 
with anaplastic and immature reticulum cells. Some of them had large nuclei, 
and others were multinucleated. It is perhaps best to call this lesion a reticulum 
cell lymphoma. Concerning the prognosis, I agree with Dr. Strauss. It is not 
uncommon for reticulum cell lymphoma to start as a single lesion on the skin or 
elsewhere, and if this lesion is excised completely there may be no recurrence. 

Dr. Leon BABALIAN, Portland, Maine: Dr. MacKee advised wide excision fol- 
lowed by irradiation. 

Dr. WALTER F. Lever, Boston: I do not believe that irradiation is generally 
done. Most lesions are in lymph nodes, where irradiation is impractical. Radical 
excision is best; irradiation is optional. 

Dr. BERNARD APPEL, Lynn, Mass.: The matter of terminology of this group 
of tumors is still undecided. When the proponents of the various terms get together 
and agree on what to call these cells, they may find that they are all talking about 
the same thing. I think that if Dr. Catinella were to go to the pathology depart- 
ment of the hospital with which I am associated and look up the original biopsy 
slides, he would find that they correspond closely to the section exhibited today. 
Many of us have seen a solitary lymphoblastoma cured by surgical excision. This 
will probably turn out to be that type of case. 

Dr. Paut J. CATINELLA, Boston (by invitation): I am sorry that the members 
did not have the benefit of all of the slides. Sections of specimens taken a week 
later showed a picture resembling reticulum cell sarcoma except for one feature 
which established the diagnosis of Hodgkin’s sarcoma. That was the presence of 
multinucleated and polymorphonuclear giant cells of the Dorothy Reed type. Wide 
excision was advised in the hope that if the lesion had started in the skin, eradica- 
tion of the primary focus might be followed by a cure. It was a long chance. If 
the condition were not treated, the prognosis for life would vary from one to 
three years. 

Dr. Joun G. Downtnc, Boston: The most complete monograph on lymphomas 
is that of Jackson and Parker (Jackson, H., Jr., and Parker, F., Jr.: Hodgkin’s 
Disease and Allied Disorders, New York, Oxford University Press, 1947). It 
covers about every phase of this group of diseases, is clearcut and presents a 
clever classification according to life expectancy. The reason I inquired about 
treatment is that we consulted Jackson, and he suggested excision, adding that the 
quicker excised, the more chance this patient had of living. 


Keratosis Follicularis. Presented by Dr. Francis M. THurMon, Boston. 
Aneurysm of Transverse Aorta. Presented by Dr. GEorGE Morris, Boston. 


Xanthoma Diabeticorum and Lipemic Retinitis Due to Diabetes Mellitus. 
Presented by Dr. BERNARD APPEL, Lynn, Mass. 


Psoriasis in a West Indian Negro. Presented by Dr. S. J. Messina, Boston. 


Sarcoidosis of the Skin. Presented by Dr. WALTER F. Lever, Boston. 





NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Herman Sharlit, M.D., Chairman 


Maurice J. Costello, M.D., Secretary 
Jan. 7, 1947 


Erythema Induratum Without Ulceration. Presented by Dr. Maurice J. 
COSTELLO. 


P. M., a Puerto Rican woman aged 27, is presented from the Dermatologic 
Clinic of Bellevue Hospital with an eruption involving the thighs and the lower 
third of each leg of about one year’s duration. The patient had pulmonary tuber- 
culosis ten years ago, but she states that a recent roentgenogram of her chest 
showed arrested pulmonary disease, and examinations of the sputum did not reveal 
tubercle bacilli. Her menses are normal. A brother and sister died of tuberculosis. 


The patient states that her eruption began as small red papules which were 
painful and frequently broke down and drained pus. (This was not verified in the 
four months the patient has been under observation in this clinic.) The lesions 
become painful when she arises each morning and also on exposure to cold. 


The eruption is present on the lower thirds of the legs and about the ankles 
and consists of scattered, erythematous, scaly, nodular and plaque-like lesions, some 
of which are fluctuant but do not drain pus. Others are indurated. 


A section of the skin showed mild acanthosis of the epithelium, with some 
downgrowth of the rete pegs into the corium. In the superficial and deep corium 
numerous granulomatous lesions were seen. These consisted of indistinct epithelioid 
cells with occasional multinucleated giant cells in the central portions. There was 
some proliferation of fibrous tissues and young blood vessels about these nodules. 
A moderate infiltration of lymphocytes and large mononuclear cells and a few 
polymorphonuclear and plasma cells were present throughout the corium but 
primarily in the granulomatous lesions. In and about the lesions there were 
varying numbers of mononuclear cells filled with brown granular pigment. Deep 
in the corium some normal adipose and glandular tissue was seen. Elastic tissue 
staining revealed the absence of elastic fibers through the upper corium wherein 
the tubercles were seen. The histologic diagnosis was erythema induratum. 

The patient underwent thoracoplasty about ten years previously. A roent- 
genogram of the chest three days ago showed no activity. 


DISCUSSION 


Dr. S. IncANG: It is not possible to make a definite diagnosis of erythema 
induratum in this case because the subcutis was not included in the section. That 
is the layer in which the typical changes of this disease are found. 


Dr. Frep Wise: The diagnosis of erythema induratum is made in this case 
by clinical observation alone. I should say that this is the typical textbook picture 
of erythema induratum of the Bazin type. The characteristic histologic changes 
occur in the deeper veins especially, but a clinical diagnosis is acceptable in this 
instance. A histologic diagnosis can be made, even in the absence of tubercle 
formation. 

953 
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Dr. S. IrcaAnG: In the absence of ulceration, it is not possible to differentiate 
erythema induratum clinically from nodular nonsuppurative panniculitis. In view 
of the equal distribution of lesions about the legs and also because of the absence 
of a single ulcerated lesion during a period of fourteen months, I favor a clinical 
diagnosis of nodular nonsuppurative panniculitis. 

Dr. CuHarLteEs Wo.tF: To make a diagnosis of erythema induratum without 
real corroboration is rather risky. I had the experience recently with a patient 
who had a solitary lesion on the calf of the leg for six months, with a history of 
pulmonary tuberculosis and thoracoplasty. I took it for granted that the lesion 
was erythema induratum. I was to perform a biopsy, but after one visit the 
lesion healed so much that I thought biopsy unnecessary. The surgeon thought 
the patient should go back into the hospital for further operative treatment because 
of infection in the pleura. I told him the cutaneous lesion was a manifestation of 
tuberculosis, and he removed it while operating on the chest. Biopsy revealed 
chronic inflammatory tissue. The patient presented tonight may have undergone 
a thoracoplasty, but the lesion on the leg may be an entirely different entity. 
Therefore, we must have further evidence before we can accept it as Bazin’s 
disease. 

Dr. Frank C. Comses: There is a remote possibility that this is not erythema 
induratum, but from a clinical standpoint I cannot favor any other diagnosis. I 
will admit that this disease has its inception in the subcutis, but, as I understand 
it, the histologic section conformed to the changes seen in erythema induratum. 
Because of its typical clinical features, I would agree with the diagnosis as pre- 
sented, even if the histologic picture did not support it. 

Dr. Trmotuy J. Rrorpan: I believe that is an adequate description, and the 
condition can be interpreted as Bazin’s disease. After all, the pathologic changes 
can be tuberculoid or tuberculous. One does depend on the deep site of the biopsy 
material, and all that is necessary is to find changes in the region of the deep cutis, 
the region of the deep plexus of blood vessels. It is true that it is best to include 
adipose tissue. However, if by chance enough of the deep corium is got to corre- 
spond with the description given tonight, I would certainly accept it as erythema 
induratum, or Bazin’s disease. In my experience with erythema induratum 
tubercle formation or an entirely tuberculoid type of reaction may be present. 
Often the diagnosis can be made without the appearance of classic tubercles as 
we know them, with caseation necrosis or pure epithelioid structure. Inflam- 
matory changes plus involvement of the blood vessels, tuberculoid. reaction plus 
blood vessel reaction, or tuberculous reaction plus blood vessel reaction can 
establish the diagnosis. 

Dr. IsaporE RosEN: I agree with those who believe, on clinical grounds, that 
this patient is suffering from Bazin’s disease. When lesions of this disease break 
down, they frequently resemble gummas, and even on microscopic examination it 
is difficult to distinguish them from lesions of syphilis. 

Dr. Maurice J. CosteELto: I do not know how far Dr. Irgang expected us 
to go in taking a biopsy, but, as Dr. Rosen just indicated, I have seen lesions of 
papulonecrotic tuberculid accompanied with lesions of typical erythema induratum 
in the same patient. 


A Case for Diagnosis (Erythema Induratum? Pressure Grooves on the 
Sides of the Legs). Presented by Dr. Maurice J. CosTeELto. 
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A Case for Diagnosis (Erythroderma Ichthysiforme?). Presented by Dr. 
FREDERICK REIssS. 


E. G., an unmarried Puerto Rican woman aged 39, was admitted to the derma- 
tologic service of Bellevue Hospital in October 1945 because of a generalized 
exfoliating erythroderma, which, however, did not include the mucous membranes. 
The past history and the family history were not contributory. There was no 
history of allergy, of ingestion of drugs or of any previous antisyphilitic therapy. 
According to the patient, the eruption started on the face and neck about eight 
months previously and gradually spread over the entire body. At the onset, 
blisters were present. She had always lived in Puerto Rico until the fall of 1945. 

The patient has remained hospitalized up to the present. During this period 
the clinical picture has been essentially unchanged except for the progressive 
development of generalized erythroderma and keratoderma, particularly of the 
palms and soles, and pronounced alopecia of the scalp. During the first year of 
hospitalization there was a weight loss of 40 to 50 pounds (18 to 22.7 Kg.), but 
during the past six months the weight has remained constant at approximately 80 
pounds (36.3 Kg.). The appetite has been good during the entire course. There 
have been occasional febrile episodes, with the temperature rising to 102 to 103 F. 
for twenty-four to forty-eight hours at a time. 

At present the skin over the entire body is erythematous and scaly. The palms 
and soles present a decided keratoderma. The nails are dystrophic, thickened and 
extremely brittle. In addition, there are slight generalized lymphadenopathy and 
almost total alopecia. 

Reaction of the blood to the serologic test for syphilis was negative. Repeated 
urinalyses showed a normal reaction. A complete blood count revealed a hemo- 
globin content of 9.5 Gm., erythrocytes 3,520,000 and leukocytes 8,700, with 53 
per cent polymorphonuclear leukocytes, 41 per cent lymphocytes and 6 per cent 
eosinophils. Routine chemical examinations of the blood all gave essentially normal 
findings. The basal metabolic rate was +36 per cent. The reaction to the congo 
red test for the presence of amyloid was negative. 

Biopsy showed a nonspecific picture of acanthosis and hyperkeratosis. 

Additional laboratory investigations gave the following results: The blood 
sugar was 92 mg. per hundred cubic centimeters and the nonprotein nitrogen 27 
mg. The albumin-globulin ratio,was 3.2 to 2.6 Gm. per hundred cubic centimeters. 
The blood chloride level (expressed as sodium chloride) was 456 mg. per hundred 
cubic centimeters. The serum cholesterol level was within normal limits. The 
blood calcium was 10.4 mg. per hundred cubic centimeters, and the serum potassium 
level was 16.2 mg. The twenty-four hour urinary output of ketosteroids was 
7 mg. (normal, 10 to 15 mg.). 

DISCUSSION 


Dr. Frep Wise: It is possible that Dr. Reiss’ diagnosis is the correct one, 
but I believe the diagnosis of pemphigus vegetans should be entertained. 


Dr. Frank C. Comses: I have observed this patient for the better part of a 
year, as have other members of our staff. I can well understand how, on looking 
at her for only a short time, Dr. Wise might consider pemphigus. However, this 
patient has never had any bullae, and at no time have we entertained this diagnosis. 
I have never observed a dermatosis of exactly this nature. Her palms are remark- 
able. Here there is some erythema, but the most prominent feature is the hyper- 
keratosis, which is not that usually observed on the palms and soles. It actually 
accentuates the normal cutaneous markings. No topical therapy has succeeded in 
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eradicating this keratosis. The odor which has been mentioned is that observed 
from other patients with hyperkeratosis and vegetative dermatosis and is due to 
putrefaction in the sulci and crevices. 

Dr. IsaporE Rosen: As far as erythroderma ichthysiforme is concerned, the 
clinical features do not fit in with that disease, which is almost invariably of 
congenital origin. I am unable to make an absolute diagnosis, but I would suggest 
the possibility of Darier’s disease. 

Dr. Paut Gross: It would be interesting to hear about the therapy which this 
patient received during her year of hospitalization. 

Dr. Frank C. Compes: At one time we entertained the same idea as the 
chairman—that the patient might have Darier’s disease, but this was ruled out on 
histologic grounds. The patient has received large doses of vitamin A more or 
less empirically. More recently, we have treated her according to the suggestion 
of Dr. Goldzieher that this dermatosis was a manifestation cf some endocrine 
disturbance occurring during the menopause. I am sorry Dr. Goldzieher is not 
here tonight, but Dr. Reiss will be able to explain the therapy administered during 
the last two months, which I think is more logical than the previous treatment. 

Dr. Paut Gross: There were two features which seemed important in this 
case. One was the tongue, which had a magenta color and was rather smooth in 
appearance. Secondly, there was pronounced anemia, which apparently has not 
changed to any degree during a year of therapy. In other words, we are dealing 
with a case of generalized exfoliative erythroderma associated with lesions of the 
mucous membrane and profound anemia. Such cases may respond to intensive 
therapy with vitamin B complex and particularly folic acid. The fact that the 


patient is a Puerto Rican further suggests dietary deficiency, since we know that 
many of these people avoid meat in their diet. If nutritional therapy is ineffective, 
the diagnosis of pemphigus foliaceus could be entertained. This disease seems to 
be more common in South American countries than in the United States. 


Dr. FrepertcK Reiss: I have seen the patient only during the last two months. 
I do not believe that I can offer a definite diagnosis, but since the onset of the 
disease was associated with bullae, Dr. Wise’s suggestion of pemphigus is a possi- 
bility. I was led to think, however, that the disease process could be ichthysiform 
erythroderma, since the wet type starts with blisters. We also have to recognize 
the other form, the dry type without blisters. This case definitely began with 
blister formation, which later turned into erythroderma with plantar and palmar 
hyperkeratosis. Hyperhidrosis is emphasized by Brocq and subsequent observers 
as occurring in erythroderma ichthysiforme, with, at times, loss of hair and some- 
times increased growth of hair and nail plates. I would not say that this case 
fits into the description altogether, because, as the chairman emphasized, in most 
instances the condition is hereditary. Apart from that, there are many features 
suggestive of erythroderma ichthysiforme, and one may consider this a tardive form. 

An interesting symptom which I believe led us to the present therapy with 
estrogens was the amenorrhea which began six years ago, which may have some 
relationship with the disturbed keratinization. I think the majority of French 
observers have emphasized endocrine deficiency, either ovarian, thyroid or 
adrenal. This patient shows a definite endocrinopathy, not only clinically but 
biochemically, since there is tremendously decreased excretion of 17-ketosteroids. 
The normal should be 11 to 15 mg., whereas she excretes only 7 mg. All in all, 
I think that there is definite indication of an endocrine deficiency, but I cannot 
offer a definite diagnosis. 
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A Case for Diagnosis (Erythema Bullosum? Pemphigus Vulgaris?). 
Presented by Dr. H. Victor MENDELSOHN. 


A Case for Diagnosis (Macular Atrophy? Lymphogranuloma Venereum). 
Presented by Dr. Frank C. ComBEs. 


Sarcoidosis. Presented by Dr. H. Victor MENDELSOHN. 


A Case for Diagnosis (Periarteritis Nodosa?). Presented by Dr. FRANK 
C. ComBEs. 


A. D., a woman aged 35, was first admitted to the dermatologic wards at 
Bellevue Hospital in June 1946 presenting irregular, erythematous, urticarial 
lesions, widely scattered over the extremities and buttocks. The lesions had first 
appeared approximately two weeks prior to this admission. No previous history 
of asthma, hay fever, eczema, urticaria or other allergic manifestation was obtained. 
Likewise, there was no family history of any allergic disorders. 

The eruption began with a few urticarial lesions on the thenar eminence of 
one hand, the wrist of the same hand and the buttocks. The gradual appearance 
of similar lesions on the trunk and on other extremities was subsequently noted. 
No pertinent past history was obtained. The patient had undergone cholecys- 
tectomy in December 1944 for chronic cholecystitis and cholelithiasis. She gave 
no history of having received any of the sulfonamide drugs. 

During July 1946, diffuse erythema, edema and doughy induration involving 
the left side of the face, the shoulder girdle, the upper part of the arms and the 
lower eyelids developed. During the course of this episode, which lasted for 
almost one month, the patient became toxic and continued to run a temperature 
which ranged between 100 and 103 F. Occasional vesiculobullous lesions appeared 
on the soles, the dorsa of the feet and the legs. This acute picture disappeared 
gradually, and since the middle of August 1946 the patient has continued to show 
the present picture of a generalized, scattered urticarial eruption, with periods of 
exacerbation and partial remission. 

The urine has repeatedly shown traces of albumin and only occasional red 
blood cells. Studies of renal function with phenolsulfonphthalein intravenously 
showed a 60 per cent excretion after two hours. Repeated hemograms showed mild 
hypochromic anemia and constant eosinophilia, which has varied between 10 and 
21 per cent. 

Examination of the stools showed no ova or parasites. Intradermal tests for 
trichiniasis gave a delayed positive reaction after about twelve to nineteen hours. 
Reactions to precipitin tests for trichiniasis were negative on two occasions. 
Aspiration of sternal marrow revealed a normal picture. Roentgenograms of the 
chest showed no infiltrations or other evidence of pathologic changes. Roent- 
genograms of the skull and long bones revealed no abnormalities, and there was 
no evidence of calcification in the muscles. Chemical examination of the blood 
showed no abnormalities with the exception of an increase in the serum cholesterol, 
which has ranged from 286 to 400 mg. per hundred cubic centimeters. 

Biopsies of skin and muscle repeated on three occasions have failed to show 
any specific histologic picture. The most recent biopsy of the skin, performed in 
November 1946, showed a diffuse vasculitis throughout the reticular layer of the 
corium and the subcutaneous tissue. In addition, there appeared to be some pro- 
liferation of the intima and a granular degeneration of the walls of the involved 
vessels, with an accompanying pronounced perivascular infiltration which consisted 
for the most part of polymorphonuclear leukocytes and eosinophils. 
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DISCUSSION 


Dr. GeorcE M. Lewis: The features in this case, both clinical and histologic, 
may be interpreted to fit into the syndrome known as eosinophilic granuloma. The 
lesions at present have undergone involution to a certain degree, and a biopsy 
taken at this stage might show a mixed infiltrate and not a pure eosinophilic 
infiltration. The development of urticaria-like lesions, with subsequent disappear- 
ance and deposition of pigment, is a picture reminiscent of a patient I presented 
before this Section (ArcH. DERMAT. & Sypu. 49:375 [May] 1944), as well as before 
the Manhattan Dermatologic Society (ArcH. DERMaT. & SypH. 48:436 [Oct.] 
1943). It is interesting that our patient had a Trichophyton purpureum infection 
of the feet, and, from the observations of Dr. Cormia and myself, this case would 
seem to bear an etiologic relationship. Inspection of this patient’s feet suggested 
a fungous infection. While not all cases of periarteritis nodosa are fatal, the 
prognosis is not as good as with eosinophilic granuloma, so that it would appear 
important to attempt to decide the diagnosis in this case by studying more 
histologic sections. 

Dr. CHARLES WoLF: This case is unusual, and the diagnosis is difficult. I 
was particularly impressed with a large lesion over the right pectoralis muscle 
which had a polycyclic border and was infiltrated. There was severe itching. The 
patient had had hemorrhagic bullae, papules, macules and all varieties of lesions 
that fit in with a diagnosis of mycosis fungoides. I think that she bears watching 
for further evidence of that disease. 

Dr. Frank C. Comses: I appreciate Dr. Lewis’ remarks, and if a fungous 
infection and hyperergy can be substantiated in this patient they may explain the 
periarteritis. The bullae seen on the feet tonight were not there a week ago. She 
has had recurrent bullae, however, not only on the soles but on other parts of 
all extremities. Examination of the walls and the contents of the lesions did 
not reveal fungi. I do not know what the results of the trichophytin test were. 
Periarteritis nodosa does not seem to be the rare disease originally described 
with a mortality in excess of 90 per cent. In 1937 a comparatively benign chronic 
form was described (Carol, W. L. L., and Prakken, J. R.: Acta dermat.-venereol. 
18:102-118 [Feb.] 1937), and we have seen several patients recently who might 
be considered to have this type. If the disease is interpreted as an allergic 
manifestation, it might be the result of a mycotic infection. I do not know. 
Sensitization to Bacillus coli has been indicated in some previous reports. This 
patient underwent a cholecystectomy in 1944, which may bear on the origin of 
her present disease. There was no histologic evidence of dermatomyositis but 
extensive nodal periarteritis throughout the reticular layer of the dermis and in 
the hypodermis, accompanied with a notable perivascular infiltration consisting 
essentially of polymorphonuclear cells and eosinophils. The constant high eosinophil 
count of the blood, ranging from 10 to 20 per cent, is indicative of hyperallergiza- 
tion. I am not prepared to say whether this patient has early eosinophilic granu- 
loma, as I have never observed an early case of this disease. 


A Case for Diagnosis (Epidermolysis Bullosa?). Presented by Dr. EMANUEL 
MUSKATBLIT. 


Palmar and Plantar Keratoses (Arsenical?). Presented by Dr. Maurice 
J. CostEtto. 
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Trichophyton Violaceum Infection of the Scalp. Presented by Dr. FREDERICK 
REIss. 


S. G., a white boy aged 8, is presented from the Dermatologic Clinic of Bellevue 
Hospital with lesions of the scalp of four months’ duration. 

Shortly after the patient’s arrival from Greece about four months ago, small 
areas of alopecia were noted on the scalp. These fluoresced poorly under the 
Wood light, and some patches had few, but noticeable, “black dots.” 

Potassium hydroxide preparation showed spores situated inside the hair shaft. 
A culture on Oct. 10, 1946, was sterile. Culture on November 13 yielded Tricho- 
phyton violaceum. 

DISCUSSION 


Dr. EMANUEL MusKaTBLIT: This condition is relatively rare in the United 
States. Such cases may escape attention when, as in this instance, there are few 
foci, probably a quarter of an inch (0.64 cm.) in diameter, which do not show the 
typical broken hairs. In such instances the condition may not be revealed by 
examination under the Wood light. This case will probably require epilation with 
roentgen rays, and even with that the infection may not be easy to eradicate. 

Dr. Georce M. Lewis: In Russia, Trichophyton violaceum is one of the 
common pathogens. One of our recent visitors to this country confirmed that fact 
and showed me pictures of some of the generalized eruptions as well as of typical 
involvement of the scalp and nails. I can attest to the difficulty of curing the 
patients. They are apt to pass from clinic to clinic; they receive roentgen ray 
epilation in a clinic that performs epilation well, and then several foci will be 
found to have been left, and it is difficult to say how they escaped treatment. Dr. 
Fox, if he were here, would probably comment on a patient who had had three 
epilations. It was a considerable time after the last epilation before the hair 
returned. The condition finally cleared. One must be careful, in considering 
roentgen ray epilation in these patients, to ascertain whether epilation has been 
done previously. 

Dr. FrepertcK Reiss: The point which Dr. Lewis brought out about the 
wide dissemination of such cases in Russia is interesting, but there is another 
remarkable point. In Russia, T. violaceum was frequently the cause of a deep- 
seated inflammatory reaction, while this fungus according to our experience causes 
only superficial involvement. 


Extensive Pigmentary Changes Following Bismuth Therapy. Presented by 
Dr. Maurice J. CosTELLo. 


Herman Sharlit, M.D., Chairman 


Maurice J. Costello, M.D., Secretary 
Feb. 4, 1947 


Darier’s Disease in Mother and Daughter. Presented by Dr. Samuet M. 
PEck. 


Granuloma Inguinale with Extragenital Lesion on the Cheek. Presented 
by Dr. Maurice J. CosTELLo. 


DISCUSSION 


Dr. Maurice J. Costetto: It was interesting to note that this patient was 
presented at another dermatologic society the other night without a complete history, 
and the consensus of those present was that she might have scrofuloderma. This 
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confirms what Dr. Chargin said, that one seldom if ever thinks of granuloma 
inguinale as having extragenital lesions, although I understand that the lesion in 
the first case ever described was extragenital. I agree also with Dr. Sobel. I 
have seen several patients at Bellevue Hospital in whom the lesions began as 
enlarged inguinal lymph nodes, broke through the skin, and then took on the 
characteristics of granuloma inguinale in which Donovan bodies were found. In 
this case Donovan bodies were found in the lesions on ‘the neck and in the groin. 
It would not surprise me if they could be found in the enlarged lymph node also, 
as suggested by Dr. Bloom. 


A Case for Diagnosis (Lichen Planus). Presented by Dr. WiLL1AmM LEIFER. 


Actinomycosis Simulating an Abscess. Presented by Dr. EMANUEL 
MUSKATBLIT. 


M. A., a girl aged 17%, presents an inflammatory mass in the left mandibular 
area of three and a half months’ duration. The lesion is fluctuant and tender and 
discharges a grayish green, purulent material from its lower pole. In October a 
decayed left lower molar was extracted. Several weeks later a “lump” appeared 
which was believed to be an abscess. This was incised and drained twice, with 
little evidence of healing. The patient received ultraviolet irradiations for a 
while. During the first week in January the cause of the disease was discovered 
when the granules in the pus were examined and the ray fungus of actinomycosis 
was seen in the fresh specimen as well as in the Gram stain. Results of cultures 
have not yet been reported. 

To date the patient has received approximately 6,000,000 units of penicillin with 
noticeable improvement. 

DISCUSSION 


Dr. NATHAN SoseL: I was interested in the improvement with penicillin. I 
understand that while penicillin is effective in most cases, some cases prove 
resistant to this form of therapy. 

Dr. EMANUEL MuSKATBLIT: The patient was hospitalized for a few days in 
one of the large hospitals, where the lesion was incised and drained, but it did not 
heal. A few weeks later it was again incised and drained, and the patient was 
kept under observation for two and a half months, without any one’s looking at a 
drop of pus under the microscope. Regular surgical treatment did not have the 
regular effect, and there was a history of a bad tooth in addition. 

There is no scarring, no hardening and no typical sinuses. It looks like an 
abscess. It is confined to the skin and subcutaneous tissues, and there is no 
evidence of involvement of the deeper tissues. Diagnosis from laboratory exam- 
ination was surprisingly easy in this case. Three weeks ago, every drop of pus, 
which could be obtained easily, showed the presence of granules which were 
visible in unstained preparations and also with the Gram stain. The patient was 
given penicillin, 50,000 units every three hours, day and night—400,000 units per 
day. She has now had 6,000,000 units or more. During the last few days there 
has been considerable improvement. The central area subsided and no more pus 
discharged—just a little serum and blood. It is planned to continue until 10,000,000 
units has been administered, and probably sulfadiazine and possibly potassium 
iodide will be given. Roentgen therapy has been deferred because the dosage 
would have to be large, with high voltage, and because of the possibility of its 
producing radiodermatitis on the face. 
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Superficial Epitheliomatosis. Presented by Dr. S. [RGaAnNc. 


C. S., a white woman aged 55, is presented from Harlem Hospital with an 
asymptomatic eruption which was first noticed sixteen years ago. This appeared 
as a single lesion on the left arm, followed two years later by another on the 
small of the back. Other lesions developed slowly, so that at present they are 
on the back, left arm, left flank and face. The majority of lesions on the right 
cheek are nevi. 


The eruption consists of dry, nonulcerated nodules and plaques. The former 
are firm, smooth, elevated, mildly hyperpigmented and/or pinkish, glistening lesions 
varying in size from that of a pinhead to that of a split pea, while the latter 
consist of slightly infiltrated, superficial, well defined, pinkish or reddish, flat, 
slightly depressed, scaly lesions with pearly, threadlike borders and varying in 
size from that of a split pea to that of a dime. Thirty-seven years ago the patient 
took orally a clear, liquid medication in drop dosage for nine months and again 
twenty-four years ago for a two week period. On each occasion it was discon- 
tinued because of intolerance. There are no cutaneous evidences of either arsenical 
hyperpigmentation or arsenical keratosis. Histologic examination shows the 
typical picture of basal cell epithelioma. 


DISCUSSION 


Dr. Davin Btoom: This patient gives a history of having received drops for 
acne vulgaris at the age of 18, administered during a period of eight months. 
This was probably arsenic, and I suspect that her epitheliomatosis is a result of 
the arsenic ingestion. 


Dr. SAMUEL M. Peck: We are not sure the patient received arsenic, and if 
one wishes to speculate on such a causal relationship, one would expect palmar 
and plantar keratoses. A patient may take potassium arsenite solution (Fowler’s 
solution) for no more than a few weeks or months, and twenty years later keratoses 
and epitheliomas may develop. 


Dr. HERMAN GoopMAN: Hundreds of thousands of persons have been given 
potassium arsenite solution in increasing dosage from 1 drop to 15 drops or more, 
three times daily, with no great number of them having superficial epitheliomas. 
Pharmacologically, arsenic is a producer of keratin; it has been an ingredient in 
certain applications to the scalp as a hair grower. Before the era of roentgen ray 
treatment for psoriasis, arsenic was given to patients with that disease. In a few 
of them epithelioma developed on the site of the psoriatic patches. A search of the 
literature disclosed that Arthur Alexander in 1920 assembled 18 patients with 
carcinoma of the skin together with psoriasis. Of these, the disease in 11 was 
considered as malignant degeneration of arsenical hyperkeratosis or arsenical 
carcinomas on a psoriatic basis. In the remaining 7 the lesions were considered 
as psoriatic carcinomas. 

Arsenic does foster the proliferation of epithelium; it is a keratoplastic agency. 
It may cause the overgrowth of epithelium recognized clinically and under the 
microscope as epithelioma. 

Dr. SAMUEL M. Peck: I still believe that one of the best therapeutic measures 
in the treatment of psoriasis is arsenic, given properly. From the statistics of the 
incidence of epithelioma, one finds that most of the patients never received arsenic, 
unless food is a possible source. Persons who have never been exposed to arsenic 
have just as much if not more epithelioma than those who have received moderate 
doses of potassium arsenite solution. I do not mean that treatment should continue 
for twenty years. Therefore, in presenting this case with arsenic as a possible 
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causative agent, one should be cautious. If, with the epitheliomas, there were 
typical hyperkeratases on the palms and soles, and if, in addition, the patient had 
been taking potassium arsenite solution for many years, it would be more plausible 
to consider arsenic as a causative factor. I would not hesitate to prescribe arsenic 
in lichen planus or psoriasis, because of the remote possibility of the development 
of epitheliomas. Patients who have taken potassium arsenite solution for many, 
many years are those in whom keratoses and malignancy growths develop. 

Dr. Marion B. SutzBercer: I do not agree with Dr. Goodman that, because 
thousands of patients who take a drug have not had manifestations, the drug 
can be exonerated as a possible cause of trouble in a given case. If that were a valid 
argument, one would conclude that the proved reactions from phenolphthalein, the 
barbiturates, antisyphilitic arsenicals, salicylates and the like were not due to those 
drugs because hundreds of thousands of persons have taken them with impunity. 
I think it correct to start the other way around and ask how many persons with 
multiple benign epitheliomas have had therapy with arsenicals or exposure to 
arsenicals. If one questions these patients carefully, one finds that a surprisingly 
large percentage have had exposure to inorganic arsenicals and an exceptional 
patient has had exposure to an organic arsenical. The history of exposure in these 
cases is so high that it cannot be due to chance, so it is permissible to conclude 
that the lesions in some cases must be due in some way to arsenic. I do not mean 
that all multiple superficial benign epitheliomas are due to arsenic. But arsenic 
is not completely exonerated even in those cases without therapeutic exposure, 
because occult exposure is practically universal. These lesions occur not only 
after larger amounts of the drug are given, but sometimes also after small amounts. 
I agree with Dr. Peck, on the other hand, that this is no reason for withholding a 
valuable drug. Most of these conditions are benign, and the complications are 
rarely dangerous. Moreover, the incidence of these disagreeable by-effects is very 
small, considering the large number of persons who have been exposed to arsenic. 
Therefore, if arsenicals are valuable drugs, there is no reason for withholding 
them, provided that the indications are clearcut, even if it is established that 
benign epitheliomas are due to arsenic. However, the dosage should be correct 
and no unnecessary risks taken. Every patient receiving arsenic should be under 
constant medical supervision, and every prescription for arsenic should therefore 
be marked “no repeats.” 

Dr. Davin BLoom: Years ago I presented from Bellevue Hospital the case 
of a woman who had received arsenic for psoriasis over a period of three years 
and in whom typical arsenical keratosis developed on the palms and soles with 
basal and prickle cell epitheliomas on the body. 


Granuloma Inguinale; Sickle Cell Anemia with Sickle Cell Ulcer of the 
Ankle. Presented by Dr. SAMUEL M. PEckK. 


DISCUSSION 


Dr. Samuet M. Peck: Here, instead of a thrombosed varicose vein and lack 
of a proper blood supply, there is actual thrombosis of a blood vessel due to sickle 
cell thrombi. One of the methods of treatment I have tried which has resulted 
in fairly rapid improvement was keeping the patient in bed for months at a time, 
taking her blood serum and adding penicillin, and applying it locally as a dressing. 
I allowed this to remain on for a period of four or five days before changing, and 
there was an amazing response, not only in the secondary infection as one would 
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expect, but in closure of the lesion. Another feature is the pronounced anemia. 
The patient was hospitalized mainly because of the very low blood cell count—as 
low as 30 per cent and often 50 per cent of normal. 


Eczema Verrucosum of the Legs. Presented by Dr. Lewis A. GOLDBERGER. 


A Case for Diagnosis (Pemphigus? Bullous Eruption Due to Drugs?). 
Presented by Dr. Lewis A. GOLDBERGER. 


Multiple Benign Cystic Epithelioma. Presented by Dr. S. IrcANc. 


O. D., an 8 year old Negro boy, has an eruption which was first noticed on 
both lower eyelids about a year ago. The eruption is generalized, symmetric and 
nonpruritic and consists of pinpoint-sized to pinhead-sized firm, smooth, discrete, 
slightly elevated, flesh-colored and mildly hyperpigmented lesions, showing no 
tendency toward grouping. The circular hyperpigmented area below the right 
jaw represents the end result of a recent fungous infection. The child’s mother 
has a similar eruption limited to both lower eyelids. Histologic examination of 
lesions from the chest and right lower eyelid show the features of multiple benign 
cystic epithelioma. 

DISCUSSION 


Dr. Davin Bioom: Such lesions as the patient presents on his body are 
frequently seen in Negroes. Recent histologic examination in such a case showed 
keratosis pilaris, mild keratosis extending also between the follicles. However, 
the lesions on the face of this patient suggest the diagnosis as presented. I am 
therefore inclined to consider that this patient has two kinds of lesions. 

Dr. NATHAN Soset: I think that perhaps another pathologist would describe 
the eruption as syringoma, because that is closely related to benign cystic epithelioma 
and they may even simulate each other (Ingels, A. E.: Epithelioma Adenoides 
Cysticum with Features of Syringoma, Arco. Dermat. & Sypu. 32:75 [July] 
1935). It is the first case I have seen in a child. I have seen a number of patients 
with the generalized syringoma type, but those I have seen occurred later in life, 
in the twenties or thirties. 

Dr. S. IrncaANG: I agree with Dr. Rosen that this disease is relatively rare in 
male subjects and it does not occur in so young a person. Clinically, the lesions 
on the lower eyelids resembled multiple benign cystic epithelioma, but the others 
simulated micropapular tuberculid. Histologically the lesions on the chest had 
to be differentiated from syringocystoma, but the latter was ruled out because the 
cells were evidently derived from the basal cell layer. 


Herman Sharlit, M.D., Chairman 


Maurice J. Costello, M.D., Secretary 
March 4, 1947 


Fixed Eruption Around the Mouth Due to Phenolphthalein or Bubble 
Gum? Presented by Dr. WILLIAM CurtTH. 


DISCUSSION 


Dr. WiLt1AM CurTH: There are various ingredients in bubble gum—cane 
sugar, corn sugar, cornstarch, a trace of vanillin, coumarone resin, oil of orange 
as a flavoring and oil of cinnamon, which is the main flavor. Oil of cinnamon 
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has caused cheilitis in some cases, but there is no case on record of pigmentation 
or fixed eruption due to oil of cinnamon. 


Pemphigus Erythematosus (Senear-Usher Syndrome) Treated with Vita- 
min A; Erythroplasia of Queyrat. Presented by Dr. FRANK VERO. 


J. W., a Russian Jew aged 73, is presented from the Vanderbilt Clinic with 
an eruption on the face, trunk and extremities of sixteen months’ duration and 
a lesion on the penis which has been present for five years. 

In 1944, after an attack of hematuria, a diagnosis of papillary carcinoma of 
the bladder was made. It was treated by fulguration, and there has been no 
recurrence since September 1944. At that time a penile lesion was discovered, 
which had been present since 1942. This affected the glans, corona and sulcus. 

Late in 1945 small vesicles appeared on the sternum and quickly ruptured. 
From then on, new lesions have appeared on the chest, arms, back and abdomen, 
and six months ago they spread to his face. These lesions ruptured spontane- 
ously, and soon became covered with a rather heavy, greasy scale. He experi- 
enced little pruritus. He denied the use of any drugs. 

Examination on admission showed dull erythematous patches, varying from 3 
to 7.5 cm. in diameter. Intact bullae were present; these were about 1 cm. in 
diameter and flaccid. Most of the lesions were covered with gray-brown, greasy 
scales which were readily separable. Heavy crusting was most apparent on the 
back and chest. Two weeks later the small lesions on the right cheek had spread 
to cover both cheeks in butterfly shape. A positive Nikolsky sign was elicited at 
this time on the patient’s back. On the glans penis, extending to the sulcus, there 
was a well defined, dull red, eroded and infiltrated lesion, measuring 1.5 by 2 cm., 
with a leukoplakic patch near the frenulum praeputii. 

A blood cell count showed 13.0 Gm. of hemoglobin, 4,810,000 red blood cells and 
5,500 white blood cells, with 68 polymorphonuclear leukocytes, 31 lymphocytes and 
1 eosinophil. 

The serum cholesterol was 300 mg. per hundred cubic centimeters and the 
serum protein 7.2 mg. The albumin was 5.0 mg. per hundred cubic centimeters, 
globulin 2.0 mg. and nonprotein nitrogen 33 mg. The cephalin flocculation test 
gave a negative reaction. 

Biopsy of material from the upper region of the right arm revealed a moderately 
acanthotic and edematous epidermis, with fairly prominent rete pegs in the central 
portion but with a flattened cutiepithelial line of juncture elsewhere. No bullae 
or vesicles were seen in the section, but in their central portions were seen areas 
suggesting the “corps ronds,” “grains” and space formation similar to those seen 
in Darier’s disease, Hailey and Hailey’s benign pemphigoid and pemphigus 
foliaceous. The corium was edematous, particularly in the region of the pars 
papillaris; the capillary vessels were engorged and surrounded by a considerable 
perivascular infiltrate of round cells. In view of the clinical picture, it was felt 
that a diagnosis of pemphigus erythematosus was justified. 

Biopsy of material from the prepuce showed an elongated, rectangular piece of 
tissue composed of loosely bound, fibromatous bundles, numerous blood vessels 
and lymphatic vessels and mucosa which presented a number of interesting changes 
in several areas. There was an infiltration with lymphocytes, plasma cells and 
round cells in the subcutaneous tissues throughout their entire length, but it was 
most pronounced wherever the epithelium was thickened. In such places the 
infiltration was massive. The capillaries were numerous. Where the epidermis 
was thickened there was also dyskeratosis. The stratum granulosum was indis- 
tinct. The most notable change was in the prickle cell layer. Here the cells 
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appeared fused, with absence of intercellular bridges. The nuclei were pale and 
irregular, but they were hyperchromic. There was considerable edema. Some 
cells were large and vacuolated, and in one area were seen cells resembling Paget 
cells. The infiltration with lymphocytes was pronounced. The basal layer was 
indistinct. Mitosis was present. 

Potassium permanganate baths were prescribed. Sulfapyridine, 0.5 Gm. four 
times daily, was taken from October 1 to November 6. A slight improvement was 
noted after one week of treatment, but it then ceased. Carbarsone, 0.25 Gm. four 
times daily, was given from November 6 to December 8, with questionable improve- 
ment. The administration of vitamin A, 200,000 units daily, was begun on December 
4 and has continued up to the present, and vitamins in the form of a therapeutic 
formula have also been taken during this period. By Jan. 15, 1947, there was 
remarkable improvement of the lesions, and by February 10 only the pigmented 
residua were found. 

The patient refused surgical therapy for the penile lesion. 


DISCUSSION 

Dr. BeatRicE M. Kesten: Tonight I think it would be difficult to confirm 
the diagnosis, but when we saw the patient in December it was one of the most 
typical examples of the Senear-Usher syndrome that we have encountered. 

Dr. FrEp Wise: The concurrence of two different types of dermatosis in this 
patient is of particular interest. The eruption on the trunk appears to conform to 
the Senear-Usher dermatosis, and the diagnosis of erythroplasia of the penis has 
been confirmed by the microscopic examination. It is of course interesting to 
speculate on the possible pathogenic relation between the two erupticns. 

Dr. GERALD F. MacHaceK: This patient was shown by me last October, and 


at that time there was present a typical Senear-Usher syndrome. The lesions of 
the body followed the neoplastic lesion on the penis. In fact, he had another 
neoplasm, for which he has been operated on several times—a papillary carcinoma 
of the bladder, with presumptive cure. The histologic picture of the penile lesion 
was epithelioma in situ. The other lesions at that time were typical. 


Dr. J. GARDNER Hopkins: I think Dr. Vero was interested in presenting 
this case because of the patient’s response to treatment. We cannot be sure that 
the result is due to the treatment given, but the change in the appearance of this 
man has been striking. It came after a course of carbarsone during which he had 
shown no visible improvement. Dr. Vero employed this particular therapy because 
of the more evident response to vitamin A in a somewhat similar case. 

Dr. FRANK Vero: I cannot explain the rationale of vitamin A therapy and 
the result obtained. I treated another patient with pemphigus (Senear-Usher 
type), a 76 year old patient who had had the disease for three years. She had 
had day and night nurses and all kinds of therapy including penicillin, bismuth, 
iodides and vitamins, without results or with only a temporary improvement. In 
September 1946 she had keratoderma of the feet and subungual hyperkeratosis. I 
prescribed 100,000 units of vitamin A daily, and within three to four weeks all her 
lesions healed. The patient is able to go out daily. She has gained weight, and 
for the past two months my services have not been needed. It is interesting that 
this patient has had a poor appetite all her life, so that her food had to be actually 
forced on her. 
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A Case for Diagnosis (Keratosis Pilaris? Lichen Scrofulosorum?). Pre- 
sented by Dr. F. Puitip Lowenrisu. 


A Case for Diagnosis (Hemangiopericytoma?). Presented by Dr. GEorGE 
C. ANDREWS. 

J. J. M., an American student aged 18, first noticed a small “pimple” just 
inside his left naris about one year ago. This tumor has continued to grow and 
is painless. About five weeks ago his physician punctured the mass with a needle, 
which caused it to bleed a great deal. 

A single pea-sized, moderately firm, erythematous cystic nodule is present just 
within the left nasal orifice on the medial anterior aspect. 

The Wassermann reaction of the blood was negative, and the blood count was 
normal. Biopsy has not yet been performed. 


DISCUSSION 

Dr. CHarLtES WoLF: These banal lesions are deceptive at times; the most 
innocent-looking lesions have turned out to be highly malignant. In this case, 
I am of the opinion that it is a benign lesion. I would favor granuloma pyogenicum. 

Dr. GeraLp F. MAcHACEK: On the clinical basis, I agree with the diagnosis, 
It is a site where hemangiopericytomas frequently occur. Definite diagnosis must 
await examination of biopsy material. 

Dr. Frep Wise: The location and clinical appearance are in favor of the 


diagnosis of hemangiopericytoma. A young boy seen at the Skin and Cancer 
Unit had a lentil-sized, slightly elevated, pinkish papule on the middle of the 
upper lip. After complete desiccation it recurred and a tumor formed, spreading 
peripherally and into the deeper tissues. It required an extensive radical operation 
on the upper lip, which I believe was performed by Dr. Arthur Purdy Stout. 


Leprosy (Tuberculoid Type) in a Puerto Rican Man Aged 72. Presented 
by Dr. A. BENson CANNoN for Dr. CHARLES LINCOLN. 


A Case for Diagnosis (Multiple Keloids? Dermatofibrosarcoma Pro- 
tuberans [Hoffmann]?). Presented by Dr. Georce C. ANDREWS. 


Favus of the Scalp and Glabrous Skin. Presented by Dr. EMANUEL 
MUSKATBLIT. 


V. V., a white girl aged 13, born in the United States and living in Belleville, 
N. J., is presented from the New York University Skin Clinic. 

The disease of the scalp began four years ago with a scaly lesion which was 
diagnosed as psoriasis and treated with various ointments, ultraviolet irradiation 
and roentgen rays (eight roentgen ray treatments were given at weekly intervals 
from June to September 1946). The disease proved resistant to treatment and 
gradually progressed until it reached the present state. During these four years 
the hairs from the scalp have been examined six times, and it has been reported 
each time that they did not show fungi. The patient also had several red and 
scaly lesions on various parts of the body. These lesions disappeared without 
treatment. Only one focus, on the right thigh, has persisted for the last two 
months. 
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Almost the entire scalp is affected. The skin presents a dull erythema, 
abundant scaling and crusting. There are several small yellow crusts pierced by 
hair (scutula) and areas of atrophy with alopecia. Hairs in the affected areas 
are dry, grayish and lusterless. On the right thigh there is a small, round, 
erythematosquamous lesion with a minute yellow point in the center. 

On microscopic examination, hairs and crusts from the scalp contained Achorion 
schoenleini in abundance in the hair shaft and in scutula. Scrapings from the focus 
on the right thigh showed one lanugo hair with the same fungi. 

The patient’s mother was born in the United States. Her father emigrated from 
Italy in 1920. There are two other children in the family. A boy, aged 8, is 
free from infection. In a girl, aged 2, a scaly lesion developed on the scalp two 
months ago. Microscopic examination of hairs from this lesion showed fungi of 
favus. 








Fig. 1—Favus of the scalp. 


DISCUSSION 

Dr. Marion B. SuLZBERGER: One must always bear favus in mind when 
seeing lesions of the scalp, even in patients of American birth. About twelve years 
ago I saw a telephone operator with favus of the scalp in mild form resembling 
dandruff or mild tinea amiantacea, with some involvement of several nails. She 
was of American birth, and I do not think I would have thought of favus of the 
scalp if I had not examined the nails and recovered Achorion schoenleini. She 
had been exchanging headpieces with the other girls at the telephone switchboard. 
On questioning the mother of Dr. Muskatblit’s patient, I asked her if any members 
of the family showed signs of favus and she said there were none. Then the girl 
herself volunteered the information that the father, who was born in Italy, had 
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a deformed fingernail. I think it would be worth investigating to find whether 
there is a focus there. ,I hesitate to suggest any therapy on such scant evidence, 
but Dr. Loeb at our clinic used a preparation called dermycin® (para-nitrophenol- 
sodium iodate solution) which had been submitted for trial. He treated 1 patient 
with favus of the scalp which had recurred after two roentgen ray epilations, 
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__ Fig. 2—Achorion schoenleini in a scutulum from the scalp. Potassium hydrox- 
ide preparation, x 300. 


with perfect results in a relatively short time. Perhaps this preparation is worth 
trying in this case. I shall be glad to see that Dr. Muskatblit gets some dermycin® 
if he wishes to try it. : 

Dr. Georce M. Lewis: We had a patient a few years ago who had favus of 
the toe nail. In the investigation of possible lesions in the family, the feet should 
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not be overlooked. I believe that the patient should receive roentgen ray epilation 
without delay. The longer the process is allowed to go on, the more danger of 
further dissemination. Roentgen ray treatment would appear safe in this case, 
although I do not believe a patient should have a third epilation without careful 
consideration. I doubt if local therapy is worth attempting, and I would be 
against experimentation when we know that local therapy is not effective. When 














Fig. 3—Achorion schoenleini in a lanugo hair from the thigh. Potassium 
hydroxide preparation, x 770. 


I was examining this child, two of the younger men in the audience commented 
that they rather doubted the diagnosis because there were no scutula present. I 
stated that we should censure Dr. Muskatblit if the patient were presented with 
scutula. The first step is to institute a good hygienic regimen to get rid of the 
bulk of crusts and scaling on the scalp before the roentgen rays are administered. 
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Dr. EMaNvueL Muskatsit: The scalp should, of course, be cleaned with some 
desquamating preparation to dissolve all scales and crusts and the hairs cut short, 
almost level with the skin, before epilation. If scales, crusts and long hairs are 
left, we will not get the roentgen rays close enough. The suggestion to examine 
the family is excellent. It is possible that the father has favus of the nails. As 
far as Dr. Sulzberger’s remark about trying a new chemical is concerned, I agree 
with Dr. Lewis. It would be pretty hard to try a new chemical in such an extensive 
case. I should like to try it on the patient’s sister, who has only a small patch. 
I agree that roentgen therapy is now perfectly safe if we know definitely that no 
more than eight subfractional doses were given. 


Pigmented Nevus; Melanosis Oculi. Presented by Dr. BEATRICE M. KESTEN. 


Sarcoidosis with Enlarged Auricular and Cervical Lymph Nodes in a 
White Woman Aged 22. Presented by Dr. Paut Gross. 


Incontinentia Pigmenti in a Girl Aged 13 Months. Presented by Dr. HELEN 
CurtTH. 


Calcinosis of the Foot and Elbow with Normal Amounts of Calcium and 
Phosphatase in the Blood. Presented by Dr. Heten O. Curtu. 


A Case for Diagnosis (Leprosy? Syphilis?) Involving a Negro Woman 
from the West Indies. Presented by Dr. A. BENSON CANNON. 


Parapsoriasis Guttata. Presented by Dr. F. Pirie LoweEnrFisH. 


A Case for Diagnosis (Melanoma of the Leg; Multicentric and Pigmented 
Basal Cell Epithelioma?). Presented by Dr. FRANK VERO. 


George M. Lewis, M.D., Chairman 


Marion B. Sulzberger, M.D., Secretary 
May 6, 1947 


A Case for Diagnosis (Lupus Erythematosus? Erythema Solare?) Pre- 
sented by Dr. MAuRIcE J. COSTELLO. 


Lupus Vulgaris Improved from Treatment with Calciferol (Vitamin D-). 
Presented by Dr. FRANcEs PASCHER and Dr. Jesse A. ToLMAcuH. 


Lichenoid and Miliary Sarcoid (Boeck) in a Negro Woman Improved 
After Treatment with Calciferol (Vitamin D2). Presented by Dr. 
MawvrRiceE J. CostELto. 

DISCUSSION 
Dr. Marion B. SULZBERGER: We have overwhelming evidence from many 
countries, including the United States, that calciferol should not be withheld in 
any case of sarcoidosis, scoruloderma, tuberculosis colliquativa or other tuberculo- 
derm, unless it is contraindicated. Many cases of sarcoid appear to respond well 
to this treatment, which lends some support to the theory that it is a form of 
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tuberculosis. At the beginning we were careful to duplicate exactly the sterogyl 
15® preparations used by Charpy and others, who emphasized that it was essential 
to give vitamin Dz in alcoholic solution. We now think this may not be necessary 
as our patients treated with ertron,® davitol,® etc., do as well as those given the 
alcoholic solutions. The American preparations just mentioned are readily available 
here, whereas the alcoholic solutions are not. 


Follicular Atrophoderma of Body and Scalp; Chondrodystrophia Calci- 
ficans Congenita. Presented by Dr. HELEN O. CurTH. 


Lupus Vulgaris Successfully Treated with Calciferol (Vitamin D.). Pre- 
sented by Dr. Maurice J. COSTELLO. 


Sarcoid of Boeck. Presented by Dr. S. IRGANG. 


Epithelioma. Presented by Dr. Maurice J. CosTELLo. 


M. G., a woman aged 84 from Lenox Hill Hospital, presents a “browsing” type 
of basal cell epithelioma involving the forehead, cheeks and nose. It consists of 
nodular, waxy, shiny, ulcerating, infiltrated strands of epitheliomatous tissue 
involving these areas. There is some distortion of the nose, especially in the region 
of the right ala nasi. This patient has received an incredible amount of roentgen 
rays according to the Coutard technic to a number of the affected areas on the 
face during the past six years. Because of the age and infirmity of the patient, 
the treatment has been palliative. 

DISCUSSION 

Dr. CHARLES WotF: I wonder whether there was not a previous disease here, 
later developing into epithelioma, for example, syphilis, although her Wassermann 
reaction may be negative at present. Epithelioma does not generally extend the way 
this one has. It is of the ulcerative type when it becomes so extensive. This has 
the clinical appearance of the morphea-like or scleroderma-like epithelioma, which 
generally follows a previous disease. 


Dermatitis Herpetiformis (?) with Mucous Membrane Involvement and 
Nail Changes. Presented by Dr. FrRaANcEs PASCHER. 


P. R., a woman aged 42, born in Puerto Rico, is presented from the New York 
Skin and Cancer Unit complaining of recurrent attacks of “blisters” on the body 
and in the mouth for the past year. These lesions are preceded by burning and 
pain. The patient denies the ingestion of drugs. 

The patient presents a multiform eruption on the trunk made up of erythematous 
macular and urticarial lesions varying in size and shape. There are also some 
thin-walled bullae on a noninflammatory base, with gyrate patches of pigmenta- 
tion, atrophy and scarring. There is a hypertrophic scar on the right shoulder. 
Bullae followed by superficial ulceration also appear on the lateral edges of the 
tongue and buccal mucosa, and leukokeratotic changes are seen in the mouth. 
The Nikolsky sign is strongly positive. The nail changes include thinning and 
separation of the nail plate and subungual hyperkeratosis. The neurologic exam- 
ination is entirely normal. 


Biopsy of one of the bullous lesions showed a bullous eruption, with no definite 
diagnosis possible, and no defect in the elastic tissue. Reactions to potassium iodide 
and potassium bromide were inconclusive, since the skin separated with the least 
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trauma. In three examinations of the blood the eosinophils did not exceed 10 per 
cent. The bulla fluid was free of cells. Results of serologic tests for syphilis were 
negative. The urine was normal, and the basal metabolic rate was —11 per cent. 

Some improvement followed one course of treatment with potassium arsenite 
(Fowler’s) solution, and a remission took place when therapy was discontinued. 
Multiple vitamins have been taken three times daily over a period of months 
without apparent change. Treatment with sulfapyridine is contemplated. 


DISCUSSION 

Dr. FrAnxK VERO: In spite of the biopsy, I think that a diagnosis of epidermo- 
lysis bullosa should be considered because of the nail changes, oral lesions and 
the atrophic changes and scarring on the back. 

Dr. Davin Bioom: I believe that pemphigus should be considered, and onycho- 
lysis may be part of the eruption. I do not recall having seen a case of dermatitis 
herpetiformis with such extensive eruption in the mouth. 

Dr. Frances PAscuer: This patient presents a problem in differential diag- 
nosis. I do not know how one can say with finality what type of bullous eruption 
this might be, but I did consider all the bullous eruptions, such as epidermolysis 
bullosa, possible lichen planus and bullous Hansen’s disease. I considered the 
possibility of erythema multiforme bullosum, but this diagnosis was excluded 
because of the gyrate configuration of the patches, atrophy and pigmentation. Most 
of the features fit in best with a diagnosis of dermatitis herpetiformis rather than 
the other eruptions. 


Hodgkin’s Disease Treated with Nitrogen Mustard. Presented by Dr. T. J. 
RIORDAN. 


E. B., a man aged 20, is presented from St. Vincent’s Hospital. In August 1945, 
there was enlargement of lymph nodes in the neck. This was treated with roentgen 
rays. In August 1946, a cluster of small papules appeared in the left axilla. These 
persisted, grew progressively larger, coalesced and ulcerated. Roentgen therapy 
had no effect. In December, after nitrogen mustard therapy, the lesions regressed 
greatly. In March 1947, the lesions again enlarged, reddened and drained. Nitrogen 
mustard and roentgen therapy were again administered, and pronounced improve- 
ment followed; this has continued to date. 


DISCUSSION 


Dr. A. Rorrino (by invitation): The usual cutaneous lesions observed in 
Hodgkin’s disease are pigmentation, excoriations due to scratching and herpes 
zoster. In a series of 75 cases of Hodgkin’s disease my co-workers and I have 
encountered 3 patients with skin lesions similar to those demonstrated here; they 
appear in clusters of small nodules—in 2 cases on the chest and in the third in 
the axilla. When the lesions first develop, they simulate pyoderma or a deep-seated 
vesicle. They persist and may coalesce and ulcerate. Biopsy establishes the diag- 
nosis. In the case demonstrated, roentgen therapy did not effect the lesion, but 
the response was spectacular to nitrogen mustard therapy. The improvement lasted 
about three months, after which the lesions reappeared, grew larger and began to 
weep, itch and grow painful. Again nitrogen mustard therapy was resorted to, and 
the lesions have almost cleared up. 

Dr. Davin Bioom: I should like to ask the presenter about the swellings of 
the right clavicle. It seems to me there is involvement of the bone itself. 
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Dr. A. Rorrrno (by invitation): Yes, the clavicle is involved. In no instance 
has the cutaneous involvement been primary, but it has been preceded by lymph 
node involvement. The diagnosis in each case was established before the cutaneous 
lesions appeared. 


Kaposi’s Sarcoma. Presented by Dr. Maurice J. COosTELLo. 


A. M., an Italian man aged 75, from the Lenox Hill Hospital Outpatient 
Department, in the early part of 1941 presented a soft, compressible, telangiectatic, 
marble-sized lesion on the right palm which was thought to be a pyogenic granu- 
loma. The lesion was destroyed by surgical diathermy but recurred with a number 
of satellite miniatures of the mother lesion. Since that time numerous other lesions 
have appeared and are still present on the forearms, legs and thighs. At present 
there are discrete, grouped, coalescing, purplish, globular, noncompressible, some- 
what painful lesions on the legs and thighs, interfering to some extent with the 
venous circulation and causing brawny edema of the legs and feet. There are a 
number of small warty excrescences on the dorsal aspect of the toes. The axillary 
lymph nodes are enlarged. Microscopic examination revealed the surface to be 
covered with stratified squamous epithelium surmounted by thick layers of kerat- 
inized, partially calcified material. In a small area the surface epithelium was 
broken and missing. Here and there exposed stroma showed fibroblastic prolifera- 
tion and was rich in dilated small blood and lymph vessels. A dense infiltration 


of inflammatory cells, chiefly round cells, was seen. The electrocardiogram was 


normal. 

The disease has been well controlled with low, medium and high voltage 
roentgen rays. The left palm received 1,000 r and the left axilla 1,200 r. Two per 
cent sodium arsenate solution was administered by hypodermic injection at regular 
intervals, but was inferior to roentgen rays in therapeutic effect. 


DISCUSSION 


Dr. Davip Boom: Two of my patients with Kaposi’s sarcoma were treated 
with antireticular cytotoxic serum of Bogomolets but failed to respond. 


A Case for Diagnosis (Trophic Changes in the Legs and Feet Following 
Freezing). Presented by Dr. Maurice J. CosTeLto. 


Vaccination “Take,” Left Index Finger. Presented by Dr. Timotuy J. 
RIORDAN. 


B. D., a physician’s office nurse, while assisting in numerous vaccinations two 
weeks ago, accidentally sustained a puncture wound from the virus capillary tube 
on the lateral aspect of the volar pad of the left index finger (fig. 1). 


Idiopathic Multiple Hemorrhagic Sarcoma (Kaposi). Presented by Dr. Tim- 
otHy J. Riorpan for Dr. ANTHONY ROTTINO. 


G. M., a man aged 57, Italian, had Kaposi’s disease for two and a half years. 
Pathologic examination of a mass in the pharynx, lingual and tonsil area, removed 
in November 1946, and a biopsy of a cutaneous lesion, corroborated the diagnosis. 
Treatment with seventy injections of nitrogen mustard was ineffectual. 

The patient was critically ill on admission to St. Vincent’s Hospital on Feb. 
25. 1947, with evidence of ascites, gastrointestinal hemorrhage and _ peripheral 
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Fig. 1.—Vaccination “take” on the index finger. 
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edema. Roentgen examinations revealed intraluminal masses and obstruction. On 
March 17 operation was performed in an attempt to relieve the obstruction and 
control the hemorrhage. The patient died five days later. 


A Case for Diagnosis (Keratosis Blenorrhagica? Psoriasis?). Presented 
by Dr. Marton B. SULZBERGER for Capt. C. D. Bett and Dr. LIONEL RusBin. 


F. G., a white man aged 22, first became ill in September 1946. At this time 
severe pain developed in the right hip, without apparent cause, which forced the 
patient to stop work. This was shortly followed by similar pain in the right 
shoulder and scapular areas and on both sides of the chest. He was then acutely 
ill, his temperature rising as high as 101 F. in the afternoon. The smaller joints 
of the extremities, including the wrists and ankles, also became painful. In October 
the right great toe nail became tender and elevated, accompanied by pain and swelling 
of the dorsum of the foot. The toe nail was removed by an osteopath, with no 
improvement. At the same time the patient had iritis of the right eye, and he was 
now so ill that he was admitted to the United States Naval Hospital, St. Albans. 
N. Y. He had lost 30 pounds (14 Kg.). 














Fig. 2—Gross pathologic specimen of intestinal section. 


The admission examination on November 18 revealed a dilated right pupil, 
with posterior synechial pigment deposits on the lens and a cloudy aqueous blur- 
ring the fundus. There were erosions on the tongue, buccal mucosa and palate, 
and there was a discrete, papular eruption of the skin of the genitalia and inner 
aspect of the thighs “resembling scabies.” The right scapula, left wrist, lumbar 
spine, right hip and right ankle were tender on pressure and painful on motion 
but exhibited no local heat, redness or swelling. It was also noted that there was 
“an infected right great toe with associated cellulitis of the right foot.” Otherwise 
the results of physical examination was normal, and, as the impression was that 
he had acute rheumatic fever, he was assigned to the medical service. The erythro- 
cyte sedimentation rate was 22 mm. per hour, white blood cells 12,500 with 
polymorphonuclear leukocytes 73 per cent and lymphocytes 20 per cent, red blood 
cells, 4,300,000 and hemoglobin 12.5 Gm. Blood cultures were negative. 


While on the medical service the patient continued to have a spiking afternoon 
temperature varying from 99 to 101 F. The iritis cleared slowly with treat- 
ment, although some permanent dilatation of the pupil remained. He received 6 
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Gm. of sulfadiazine daily for two weeks, followed by 6,000,000 units of penicillin 
intramuscularly, and boiled milk, but joint pain persisted and the cutaneous erup- 
tion gradually progressed. He was first seen in consultation on the dermatologic 
service early in December, at which time a diagnosis of keratosis blenorrhagica 
was suggested and it was recommended that an investigation be made for a prob- 
able prostatic focus. A genitourinary consultation disclosed no urethral discharge, 
shreds in the second specimen of a two glass test and a slightly boggy but not 
remarkably enlarged prostate, the secretion of which exhibited 50 white blood 
cells per high power field. The patient consistently denied gonorrhea by name and 
symptoms. He was given weekly prostatic massage and diathermy, and in January 
the urine was free of sediment and he had recovered from acute conjunctivitis of 
the left eye. However, fever, tachycardia and joint pain persisted, with involve- 
ment of the right wrist and shoulder, onycholysis of all nails with hyperkeratosis 
of the bed and gradual extension of the skin eruption. On Jan. 11, 1947, the 
patient was seen in consultation by Dr. Sulzberger, who suggested the possibility 
of an atypical psoriasis; the patient was transferred to the dermatologic service. 

The patient then received daily starch baths to macerate the heavy corneous 
lesions, followed by application of 50 per cent salicylic acid in petrolatum. The 
fever, tachycardia and arthropathy continued unchanged, while a severe secondary 
anemia was now evident; the hemoglobin was 11 Gm., red blood cells 3,200,000, 
and white blood cells 8,200, with polymorphonuclear leukocytes 67, lymphocytes 
25 and eosinophils 6 per cent. Small transfusions of 250 cc. of whole blood were 
administered with improvement. 

Biopsy revealed pronounced parakeratosis and acanthosis, migrating leukocytes 
in the rete processes and a heavy cellular infiitrate in the upper third of the corium. 
The papillae were greatly elongated with thinning of the suprapapillary plates, 
while the rete pegs were thickened, clubbed and fused. These observations were 
felt to be consistent either with keratosis blenorrhagica or with psoriasis. 

The patient continued to show erosive lesions of the tongue and palate, but 
no vesicles were ever seen. The original eruption on the genitalia had sub- 
sided, but on the lower extremities the lesions had tended to coalesce to form 
indurated, erythematous plaques in which the original papules could be distin- 
guished. The trunk, forearms, upper arms, nose and scalp were now involved 
by the process, and close study revealed that new lesions appeared first as appar- 
ent vesicles, perceptibly hard, which became pustular (cloudy) in about four days 
and then commenced to exhibit a tan, heaped-up, tenacious and hard crust. The 
corneous exudate appeared to project through the skin, its base being surrounded 
by a slight erythematous halo. Where formerly these hornlike excrescences had 
remained intact, they now yielded to the action of baths’ and salicylic acid and 
desquamated, leaving dime-sized, bright red papules. These papules tended to 
coalesce to form the plaques previously described on the ankles. 

Prostatic secretion continued to show many pus cells. Ointments of 10 per 
cent crude coal tar and 5 per cent ammoniated mercury had no effect, and the 
patient was then given bismuth sodium triglycollamate by mouth, beginning 
January 25, with 1 tablet (75 mg. of bismuth) three times daily and increasing 
to 2 tablets (150 mg. of bismuth) three times daily for a total equivalent of 9.7 
Gm. of bismuth. No effect whatever was obtained. On February 27 he was given 
potassium arsenite (Fowler’s) solution by mouth, treatment commencing with 4 
drops three times daily, gradually increasing to 7 drops three times daily and 
then decreasing to 4 drops again, for a total of 20.3 cc. over a period of nineteen 
days. Again no effect was evident. 





NEW YORK ACADEMY OF MEDICINE 977 


At this point, Dr. Lionel Rubin, consultant, suggested the use of estrogenic 
substance. On April 3, diethylstilbestrol therapy was begun; he was given 0.5 
mg. daily, which was increased to 1.5 mg. daily. At the end of two weeks no new 
lesions were appearing and former lesions on the trunk were evident only as 
pigmented macules. The mouth was clear. Painful gynecomastia necessitated 
reduction of the dose of diethylstilbestrol to 1.0 mg. daily on April 18. Improve- 
ment continued rapidly with respect to the cutaneous eruption, but no improvement 
of the arthritis was noticeable. Roentgen reexamination on May 2 showed exten- 
sive demineralization of all osseous structures visualized, narrowing of involved 
joint spaces due to cartilaginous destruction and varying degrees of flexion and 
extension deformity. Comparison of these roentgenograms with those of Decem- 
ber 1946 revealed a fulminating type of rheumatoid arthritis. 


At present the patient exhibits loss of all finger nails, with hyperkeratosis of 
the nail bed, and an erythematous plaque on the dorsum of the right foot, which 
is slightly infiltrated. The joint deformities persist in the fingers and toes, but 
the large joints are much less painful and motion is greater. The patient has lost 
70 pounds (32 Kg.) during his illness. Since April 17, the afternoon temperature 
has been less than 100 F. 

DISCUSSION 


Dr. E. T. BeRNsTEIN: I think that the disease in this case is arthropathia 
psoriatica. It seems to me that the nails and skin showed lesions of that disease. 


Dr. Emory Lapany (by invitation): This case does not impress me as one 
of keratosis blenorrhagica for the following reasons: In keratosis blenorrhagica 
there is gonorrhea. This patient denies gonorrhea, and prostatic smear and cul- 
tures were negative. It may be arthropathic psoriasis. Since 1920, keratosis blenor- 
rhagica has frequently been confused with arthropathic psoriasis. In keratosis 
blenorrhagica, a urethral discharge precedes the arthritis, which is followed by the 
cutaneous lesions. In arthropathic psoriasis there are first cutaneous lesions and 
then joint lesions. In keratosis blenorrhagica the large joints are usually the 
ones involved and there is no distortion. There may be a few cases with ankylosis 
of the involved joints, but this is rarely so. Usually the arthritis is evanescent, 
whereas in arthropathic psoriasis the small joints are usually attacked and anky- 
losis and deformities are common. The other diagnostic possibility is Reiter’s 
disease, which has also been mixed up with keratosis blenorrhagica in the last 
decade or so. This is a urethritis which is nonspecific, with arthritis and non- 
specific conjunctivitis. Ocular lesions are also common in keratosis blenorrhagica, 
and they have been reported exceptionally in arthropathic psoriasis. Out of 47 
cases of Reiter’s disease reported, in only 13 were there cutaneous lesions, but 
without such great deformities of the nails and joints as in this case. I reviewed 
166 cases of keratosis blenorrhagica and also dealt with the differential diagnostic 
points of the two other diseases, and I believe that the disease in this case is 
arthropathic psoriasis. 

Capt. C. D. BELL (by invitation): About a month ago this man’s appearance 
was different than it is today. At that time there was a generalized eruption, 
of which one now sees evidence in the form of pigmented macules on the trunk 
and upper extremities. This was characterized as a vesiculopustule. These lesions 
developed day after day; they started as vesicles, became pustular and then hyper- 
keratotic. It is true that there is no gonorrhea. On the other hand, the prostatic 
smear even today was loaded with pus cells, so that I think that there is fair 
evidence that at some time the patient did have a urinary disorder. 
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Dr. LionEL C. Ruin (by invitation): This patient gives no history of 
gonorrhea, but, as Dr. Bell stated, he has chronic prostatitis; before studies for 
bacteria were made he had already received 5,000,000 units of penicillin, so that 
may have prevented isolation of the Gonococcus. In this case the joint changes 
preceded the cutaneous eruption by months. In psoriasis it is the reverse. Also, 
the cutaneous lesions were originally vesicles and pustules, becoming hyperkera- 
totic, of the waxy type, which is characteristic of. keratosis blenorrhagica, and he 
had lesions in the mouth. He has a history of iritis. That would be difficult to 
fit in with psoriasis, but it would fit in well with gonorrhea. He had a severe 
constitutional reaction, with pronounced loss of weight and a swinging temperature. 
Why was there no response to penicillin? Such cases have been reported in the 
literature, and I think that Dr. Ladany’s patient had positive evidence of gonor- 
rheal urethritis, yet the rash and joint pains did not respond to penicillin therapy. 
There has been great improvement in the last two weeks. I do not know whether 
that is coincidental or whether it was due to the diethylstilbestrol therapy. Every 
type of therapy had previously been tried without improvement, and diethyl- 
stilbestrol was suggested because of the rarity of this condition in female subjects. 
After the patient had received diethylstilbestrol, gynecomastia developed; he 
began to improve, and practically all the cutaneous lesions disappeared. 

Dr. Louis Tutrpan: I believe that this is a’ case of psoriasis arthropathica. 
In this disease hyperkeratotic lesions are prone to develop, especially on the 
palms and soies, plus pronounced subungual keratosis. In gonorrheal arthritis 
one expects a monarticular involvement. This man has a multiarticular involve- 
ment. He has a generalized eruption on the body, which coincides with a super- 
ficial type of psoriasis, and shows fairly typical plaques. I do not believe that 
arthropathic psoriasis can be ruled out simply because the arthritis preceded the 
eruption, or vice versa. I feel that it is a case of psoriasis arthropathica. 

Dr. Witttam CurtH: Was a complement fixation test for gonorrhea 
performed? 

Dr. Rupotpw L. Baer: Besides the complement fixation test for gonorrhea, 
it might be worth while to try a new procedure recently described, which might 
help to differentiate the present eruption from Reiter’s disease. In the Scandina- 
vian literature (Storm-Mathisen, A.: Acta dermat.-venereol. 26:547, 1946) is 
described a skin test for Reiter’s disease using as test material tissue emulsions 
and joint exudate from a patient with “known” Reiter’s disease. 

Dr. Louis Tuttpan: I would also suggest that this man might have received 
medication for his arthritis—one of the sulfonamide drugs or some other drug— 
and that the vesicular-pustular eruption which developed all over the body may 
have been a reaction to that or to the penicillin. Such eruptions frequently ter- 
minate in the guttate or nummular form of psoriasis. 

Dr. Marion B. SULZBERGER: ‘The discussion shows that this is still a case 
for diagnosis. I would put arthropathic psoriasis first with a question mark, 
keratosis blenorrhagica with two question marks second and Reiter’s disease with 
three question marks third. I have seen 3 cases almost identical to this one, and 
the same discussion followed in each instance. One thing was not mentioned: 
In the one biopsy, the histologic picture was characteristic of psoriasis. The 
patient is beginning to improve since receiving diethylstilbestrol. Dr. Rubin is 
to be complimented. Even though it is not yet certain that this estrogen has 
cured the patient, it would surely be well worth while to treat other patients with 
that preparation. The similar case Dr. Baer and I reported and depicted (Sulz- 
berger, M. B., and Baer, R. L.: Yearbook of Dermatology and Syphilology, 
Chicago, The Year Book Publishers, Inc. 1944, pp. 202-203) terminated fatally. 
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Sporotrichosis. Presented by Dr. TimotHy J. RIORDAN. 


H. W., a white man aged 50, born in the United States, is presented from St. 
Vincent’s Hospital. The patient worked for two months repacking novelities 
shipped from Mexico in what is called “Mexican hay.” In reshipping, this “hay” 
is mixed with excelsior. On Jan. 7, 1947, a thorn of cactus pricked the right 
middle finger. The patient said that when he pulled out the thorn at least half an 
inch (1 cn.) had been embedded under the nail plate. He applied iodine. Three 
days later he complained of a red, painful swelling. He was cared for by a 
surgeon, and after four days of wet dressings the infected area was incised and 


Fig. 3.—Sporotrichosis. 


the nail partially removed. In the course of the next five weeks he was oper- 
ated on four times. Seven weeks after the date of injury, nodules the size of a 
pea and larger appeared, extending from the distal phalanx across the back of 


the hand and forearm to above the elbow. These nodules were in linear arrange- 
ment, apparently following the course of the lymphatics. They were dusky and 
firm, and subsequently one or two broke down. Microscopic examination of the 
material discharged failed to reveal evidence of fungi. Cultures from the nodules 
were positive, corroborating the diagnosis. It is important to note that there 
was no enlargement of the epitrochlear or axillary lymph nodes. Prior to the 
spread of the infection penicillin therapy was used without effect. 





980 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The patient was given sodium iodide, 1 Gm. daily the first week and every 
other day thereafter, with potassium iodide by mouth. He has responded well, and 
eruption is almost clear, but there is still evidence of nail changes and residual 
nodules are present on the forearm. 

This is the first compensation case of sporotrichosis in the state of New York. 


Note.—One year later the patient was completely cured. 


George M. Lewis, M.D., Chairman 


Marion B. Sulzberger, M.D., Secretary 
Noy. 5, 1947 


Follicular Lymphoblastoma. Presented by Dr. FrRANcEs PASCHER. 

H. R., a man aged 44, complains of lymphadenopathy of three years’ duration. 
A node was excised for histologic examination from the right axillary chain two 
years ago. There has been no palpable change in the size or consistency of the 
nodes during the three months in which the patient has been under observation. 
A red patch appeared near the left temple one year ago. A few weeks later a 
similar lesion appeared near the right temple. The patient has lost about 10 pounds 
(4.5 Kg.) during the past three years. He has been well enough to work but 
does not feel as energetic as formerly. 

There is a well defined plaque of erythema and infiltration in both preauricular 
areas. The nodes in all superficial chains are enlarged. The liver and spleen are 
not palpable. 

A biopsy. specimen was taken from the right temple on August 8. The section 
showed masses of cells not surrounded by any inflammatory exudate. The collagen 
fibers within the lesion were edematous and broken. The cellular exudate consisted 
of small round cells containing highly pigmented nucleoli. There were no eosino- 
phils or mitotic multinucleated cells. The diagnosis was lymphoblastoma. } 

The section taken from the lymph node was examined by Dr. M. Richter, and 
the diagnosis was malignant lymphoma, follicular type. 

A roentgenogram of the chest revealed no abnormalities. Scout roentgenograms 
of the abdomen showed a slightly prominent liver and spleen. Study of the sternal 
marrow was attempted, but a suitable specimen could not be obtained. Three com- 
plete blood counts were normal, as were the results of urinalysis. The Wassermann 
reaction of the blood was negative. 


DISCUSSION 


Dr. Davin BLoom: Years ago I saw all the patients for whom this diagnosis 
was made at Bellevue Hospital. All the patients showed universal erythroderma 
with pronounced enlargement of the lymph nodes. This patient shows only a few 
circumscribed cutaneous lesions in association with generalized adenopathy. The 
diagnosis as presented should therefore be questioned. 

Dr. GERALD F. MacHaceK: I have seen several patients without erythroderma 
and without glandular involvement—1 with the lesions localized, 1 more diffuse 
and both of them evidently cured by total excision. Reexcision was necessary for 1 
a year after the first operation, but ultimately the entire disease process was elimi- 
nated and the patient cured. 

Dr. Maurice J. CostELLo: I should like to confirm what Dr. Bloom said, that 
all patients observed during the time Dr. Symmers was making his studies of this 
disease had generalized or universal erythroderma. I cannot recall a case in which 
the eruption was limited to a small area. I think that the patient must have 
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enlargement of the mediastinal nodes, because dilatation of the superficial cutaneous 
veins was a prominent feature, producing a caput medusae effect. 

Dr. WILBERT SacHs: The patients that I have seen had not only generalized 
erythroderma but also severe itching. Anv such extensive eruption associated with 
prolonged itching may give a similar picture. Some believe that the constant 
scratching results in the enlarged lymph nodes and that Symmers’ disease is not 
an entity per se. 

Dr. EuGeNE F. Traus: I am not sure whether the history stated whether the 
other lymphoblastomas, such as leukemia and mycosis fungoides, had been excluded, 
as the nodules in this case seem unusually firm. I, too, have had the experience of 
seeing only generalized erythroderma in patients with this microscopic picture and 
have followed 1 case for approximately fifteen years, during which the patient had 
about three severe exacerbations and then the disease cleared up as a result of 
local therapy only. It seemed to me that in these cases the lymph node involvement 
was secondary to that of the skin, but that does not seem to be the case in this 
patient, in whom the lymph nodes enlarged before the cutaneous lesions appeared. 
Perhaps the presenter can tell us what has been done to exclude the other types 
of lymphoblastomas. 

Dr. Erste A. BarTHEL: The condition in the biopsy specimen of the skin defi- 
nitely resembled leukemia rather than a lymphoblastoma. The appearance of the 
biopsy specimen of the lymph node was that of a lymphoblastoma. Since the node 
reactions offer more of a diagnostic picture than the skin, it was thought preferable 
to accept the diagnosis based on the pathologic changes in the lymph node. 

Dr. FrANcES PASCHER: The concept of giant follicular lymphadenopathy, or 
Brill-Symmers’ disease, is still in an evolutionary phase. It is now regarded by 
Craver and others at Memorial Hospital as “an early setting for lymphosarcoma” 
rather than a disease entity. In 1938 Symmers pointed out that in some cases of 
universal chronic erythroderma there is local or general enlargement of the super- 
ficial lymph nodes with the histologic characteristic of giant follicular lymphade- 
nopathy. Similar histologic changes in the lymph nodes have also been described 
in association with other dermatoses. Hurwitt (J. Invest. Dermat., 1942) stated 
that the benign follicular hyperplasia in the lymph nodes associated with derma- 
toses differs definitely from that in follicular lymphoblastoma. He designated this 
benign follicular hyperplasia as dermatopathic lymphadenitis. Differential diagnoses 
can be made only after careful study. 

My impression is that the patient presented has a follicular lymphoblastoma which 
has developed into a lymphosarcoma with cutaneous metastases. The mediastinal 
nodes are not enlarged, and the blood cell count is normal. 


(Note.—A lymph node was later excised, and the histologic report was lympho- 
sarcoma.) 


Postvaccinal Erythema Multiforme Bullosum? Epidermolysis Bullosa? 
Presented by Dr. JosepH L. Morse. 


Multiple Superficial Basal Cell Epitheliomas. Presented by Dr. Josepn L. 
Morse. 


M. H., a woman aged 65, is presented from the Skin and Cancer Unit with a 
history of having taken potassium arsenite solution (Fowler’s solution) at intervals 
for many years for the treatment of “eczema.” The lesions first developed about 
thirty-five years ago, and since then new ones have continued to appear. Many 
were treated years ago at the Vanderbilt Clinic with roentgen rays and radium. 
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The patient now has several discrete crusted lesions on the forehead, sides of 
the cheeks, back and abdomen and small superficial erythematous macules scattered 
on the trunk and extremities. There are several whitish atrophic scars and telangiec- 
tatic atrophic areas on the forehead, cheeks, abdomen and thighs. Numerous kera- 
toses are present on the back and abdomen. The palms and soles are free of lesions. 

A report of biopsy of a lesion on the abdomen was basal cell epithelioma. 


Multiple Superficial Basal Cell Epitheliomas with Arsenical Keratoses. 
Presented by Dr. Jack Wo-r. 


C. B., a man aged 60, was previously presented before the Manhattan Derma- 
tological Society on Oct. 14, 1947, with multiple lesions on the trunk and legs of 
about twenty years’ duration. 

DISCUSSION 

Dr. EuGene F. Traus: This type of case is not uncommon, and one sees 
some who have taken arsenic and others who have not. A relationship to psoriasis 
has also been observed, or, at least, patients have been seen in whom the multiple 
epitheliomas were perhaps mistaken for psoriasis; in others, psoriasis had been 
treated with arsenic and later multiple superficial epitheliomas developed. In 1 
case, the multiple epitheliomas had been mistaken for tinea and in a laboratory 
fungi were found in each of the lesions. This in itself should have made any 
observer suspicious, because fungi are not found so readily in every lesion. It is 
not known exactly how arsenic influences or brings about these lesions or just 
what the effect of sunlight may be. A great deal has been said about treatment, 
and it has been said that the lesions are sometimes more difficult to cure than the 
ordinary basal cell lesion on the face. This has not been my experience, as improve- 
ment occurs with desiccation and curettement, either with or without roentgen 
therapy, and sometimes a sufficiently large dose of roentgen rays clears up the 
early lesions also. 

Dr. Jos—epH L. Morse: What is the consensus as to treatment? 

Dr. J. GARDNER Hopkins: I believe that roentgen rays are effective in this 
type of basal cell epithelioma. Atrophy does occur in the area, but it is not a 
particularly threatening type. In desiccating lesions on the trunk one is apt to 
see secondary infections. My inclination would be to treat these lesions with 
roentgen rays first and then use desiccation for recalcitrant areas. 

Dr. Wiceert Sacus: The patient has different types of lesions: seborrheic 
dermatitis, lesions similar to Bowen’s disease, superficial basal cell epitheliomas 
and arsenical keratoses on the palms. The lesions on the lower extremities are 
basal cell epitheliomas, corroborated by the microscopic observations. The quantity 
of radiation necessary to destroy lesions which have been present for twenty to 
thirty years is large, and such therapy is rather radical. However, such lesions 
occasionally do become active and heroic methods are needed. 

Dr. Davin Bioom: I have had occasion to observe patients with psoriasis who 
took organic arsenic and had arsenical keratoses on the palms and soles and, in 
addition, basal cell epitheliomas on the trunk and squamous cell epitheliomas on 
the extremities. I believe that in this case there is a causal relationship between 
the ingestion of arsenic and the development of epitheliomas. 

Dr. Cuartes Wotr: These cases illustrate the fact that disseminated epithe- 
liomas are always caused by drugs or actinic exposure. Fortunately, in these cases 
the history is straightforward. One does encounter cases in which the patient 
denies taking arsenic, but it must be remembered that it may be ingested in an 
occult way, as through the food or occupation. As to therapy, I feel that where 
there are so many lesions on the body it is inadvisable to give radium or roentgen 
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treatment for fear of sequelae which are irreversible, especially in the later decades 
of life. Bone marrow activity is at a low ebb, and, therefore, administration of 
actinic rays is fraught with greater danger than when they are given to a younger 
skin. I would therefore advise local excision as the better and safer procedure 
with so many lesions. 

Dr. JosepH L. Morse: We all realize that arsenic has some relation to the 
production of basal cell epithelioma. It is interesting that 2 such patients should 
be encountered at one meeting, one showing arsenical keratoses and the other 
not, but both with a history of ingestion of potassium arsenite solution, and it 
seems more than a coincidence that in both patients epitheliomas should have devel- 
oped. I have treated some of these lesions, and I think that they can be easily 
destroyed by electrodesiccation and curettage, certainly with better cosmetic results 
than this woman shows, and at the same time with no chance of radiation sequelae. 


Allergic Eczematous Cross Sensitization to Paraphenylendiamine and 
Several Azo-Dyes Certified for Use in Foods, Drugs and Cosmetics. 
(Contamination of an Innocent Cosmetic with Paraphenylendiamine.) 
Presented by Dr. Rupotr L. Barr and Dr. Morris LEIDER. 


S. B., a woman aged 38, a worker in leather sundries, presented an eczematous 
eruption on the hands, arms, back and chest of eight months’ duration. Initial 
patch tests with a series of common eczematogenic allergens revealed a strongly 
positive (3 plus) reaction to paraphenylendiamine. With this lead, additional tests 
were done, with the results noted in table 1. 

At this presentation the patient exhibits the results of patch tests applied forty- 
eight hours ago (table 2). 

DISCUSSION 


Dr. BEatRIcE M. KestEN: There is a crisscross sensitivity to adhesive tape. I 
am not impressed by the cutaneous reaction to a test to nylon. This woman wears 
nylon stockings, and she has no dermatitis on the legs. I wonder whether she is so 
cross sensitive. The results of patch tests as seen tonight do not exhibit it. Perhaps 
she is sensitive to some of the ingredients in adhesive tape, and it might be well 
to test that possibility. Instead of incriminating the numerous substances of which 
Dr. Baer speaks, it might be that the patient is sensitive to paraphenylendiamine, a 
substance with which she comes in contact and to which she gives a positive 
reaction in patch tests. 


Dr. Marion B. SuLzBErGER: If it can be shown that there are cases of cross 
sensitization between ordinary certified food dyes and other dyes commonly encoun- 
tered in objects which come in contact with the skin from without, this might 
have a most important bearing on the difficulty of clearing up certain eczematous 
dermatoses when one has removed the offending external dye allergens. Such 
refractoriness could perhaps be caused by relatives of the dyes being encountered 
in foods. Moreover, it is possible that some eczematous or fixed eruptions which 
were reported as due to foods were really due to the dyes in these foods. Because 
of the far reaching importance of these observations, I would again ask the pre- 
senter whether he considers the patch test reactions, as seen tonight, significant? 
I am inclined to agree with Dr. Kesten that the patient tonight does not show any 
unequivocal reactions to nylon-dyes or other dyes. 

Dr. Rupotr L. BAER: I agree with Dr. Kesten and Dr. Sulzberger that the 
test results in this patient are poor examples for demonstration. I observed that 
several such “certified” azo dyes produced more strongly positive reactions in a 





984 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


number of patients with paraphenylendiamine hypersensitivity than in a series of 
“normal” control subjects. Some of these dyes have primary irritant properties 
on human skin. 

There are many azo dyes that are certified by the Food and Drug Administra- 
tion for use in food, drugs and cosmetics and others which are certified for use 
only in drugs and cosmetics. Those azo dyes which were tested in this patient 
are certified for all three uses. Their use is widespread; they can be encountered 
in such diverse products as nail polish, sausage casings, raspberry syrup and other 
beverages. 

We do not know yet what is the clinical importance of these reactions. It is 
possible that these cross sensitizations to azo dyes may account for some of the 
chronicity in cases of dermatitis due to paraphenylendiamine, and perhaps also for 


TABLE 1.—Results. of Tests 








Test Substance Reading Source of Contact 


Black suede leather 1-2 plus Occupational 
Rubber glove ste 3 plus Therapeutic 
Black satin dress...... PUASSUA Maine cacias.sS a 8 plus Wardrobe 
Brown dress A i 1-2 plus Wardrobe 
Brown dress B HS 2 plus Wardrobe 
Navy blue dress o 2 plus Wardrobe 
“Fresh’’ deodorant (old jar) ss 2 plus Cosmetic 
“Fresh”? deodorant (new jar) Negative Cosmetic 





TABLE 2.—Results of Additional Tests 








Test Substance Reading Potential Source 
Paraphenylendiamine. 4 plus Fur dyes, hair dyes, etc. 
Red No. Negative Foods, drugs, cosmetics 
Red No. 2* Negative Foods, drugs, cosmetics 
Red No. 3* Negative Foods, drugs, cosmetics 
Fed No. 4* Negative Foods, drugs, cosmetics 
Red No. 32 * Negative Foods, drugs, cosmetics 
Yellow No. 3* 2 plus Foods, drugs, cosmetics 
Yellow No. 4 * 2 plus Foods, drugs, cosmetics 
Yellow No. 5 * Negative Foods, drugs, cosmetics 
Yellow No. 6 * Negative Foods, drugs, cosmetics 
Orange No. 1* Negative Foods, drugs, cosmetics 
Orange No. 2* Negative Foods, drugs, cosmetics 
Nylon stocking 2 plus Wardrobe 





* Food drug and cosmetic dyes. 


some of the unexplainable flare-ups. This particular patient showed a very mild 
reaction to tests with the dyed nylon stockings. In most cases of paraphenylendia- 
mine hypersensitivity, reactions to nylon stockings containing these azo dyes are 
much stronger. However, the fact that the patient gives a positive reaction in a 
patch test but does not have a stocking dermatitis is not surprising, because even 
in cases of dermatitis due to dyes in nylon stockings, with strongly positive reac- 
tions, the entire leg is usually not involved. In most cases only the dorsa of the 
feet and the popliteal spaces are involved, showing that the eruption tends to 
develop in sites where maximal extraction is likely to occur. 

As far as the deodorant cream is concerned, it is possible that the patient con- 
taminated it with the nail polish, which may contain one of the azo dyes. 


Dr. Evecne F. Traus: Why was the deodorant considered to be contaminated 
by nail polish rather than by paraphenylendiamine ? 
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Dr. Rupotr L. Baer: It is possible that some of the occupational materials had 
contaminated the old jar of deodorant cream. However, it is conceivable that 
certified azo dyes contained in the nail polish might have been responsible. 


Lupus Vulgaris (Treated with Calciferol). Presented by Dr. Marion B. 
SULZBERGE.R 


A. S., a woman aged 33, was previously presented at the New York Dermato- 
logical Society, on Oct. 24, 1939. She is shown tonight to illustrate the good 
results of calciferol (crystalline vitamin Dz) therapy and the simpler dosage sched- 
ule employed. 

In 1924 the patient first noted an eruption on the right cheek consisting of small 
erythematous and tumid nodules which healed with central whitish depressed scars. 
The eruption gradually spread to involve the entire right cheek, chin, nose, fore- 
head and both lips. Previous treatment included radium, roentgen rays, electro- 
desiccation, tuberculin, Kromayer lamp, generalized ultraviolet irradiation and gold 
sodium thiosulfate, given by various dermatologists and clinics, with no great 
improvement. 

On May 3, 1946, vitamins A and Dz (100,000 units of each daily) were given, 
in addition to tuberculin and ultraviolet irradiation. On October 4, all other treat- 
ment was discontinued and the patient was given ertron® (concentrated vitamin D 
preparation) capsules daily (50,000 units) plus calcium iactate (4.0 Gm. daily). 
Since that time she has shown gradual, consistent and finally great improvement. 
No new nodules have appeared, and there has been no peripheral spread. The skin 
has become less erythematous and has assumed a more normal color. In addition, 


it has been more flexible, and the patient stated that there is increased mobility of 
the circumoral tissues especially, which previously interfered with mastication and 
speaking. 


Lupus Vulgaris, Improved with Calciferol Therapy. Presented by Dr. Jack 
Wor. 


V. T., a man aged 47, is presented from the New York Skin and Cancer Unit 
with an eruption in the left postauricular region of approximately fifteen years’ 
duration. He was born in Italy and has lived in the United States for the past 
twenty years. The eruption has never been troublesome, and the patient presented 
himself only recently because of the gradual extension of the process. 

He presents an erythematous, well marginated, brownish red patch involving 
the posterior auricular region and extending on to the temporal and mastoid regions. 
The lobe of the ear is involved, and well developed small nodules are present in 
this location. The process has improved greatly since calciferol therapy was insti- 
tuted about four weeks ago; the nodular lesions have regressed considerably. 

The Wassermann reaction of the blood was negative, and the urine revealed 
no abnormalities. There was no reaction to the intradermal tests with tuberculin 
in dilutions of 1: 100,000 and 1: 10,000. 

A histologic report by Dr. A. Hyman stated that in the upper part of the cutis 
there were groups of epithelioid and giant cells in tubercle arrangement. There 
was a banal infiltrate around the tubercles. 


DISCUSSION 


Dr. Maurice J. CosteLto: Calciferol is a good medicament for lupus vulgaris. 
I have also treated patients with generalized lichenoid sarcoid with calciferol with 
equally good results and think that it is worth a trial in this dermatosis also. 
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Dr. FRANCES PAScHER: We now have 9 or 10 patients at the Skin and Cancer 
Unit who have been treated with calciferol for lupus vulgaris for approximately 
six months to one year. About 75 to 80 per cent improvement is attained in 
about six to eight months of treatment, and then progress is much slower, or seems 
to come to a standstill. The problem of how to treat the residua presents itself. 

Dr. ANtHoNy C. CrpoLtitaro: Calciferol certainly is not a cure-all for cutaneous 
tuberculosis, but it is the best remedy that dermatologists have ever had to combat 
this disease, as well as lupus erythematosus and other tuberculodermas. It is also 
interesting to note that calciferol is derived from irradiated vegetable ergosterol 
and so is related to ultraviolet irradiation. Up to the present the only effective 
treatment for lupus vulgaris has been ultraviolet irradiation, especially as carried 
out at the Finsen Institute at Copenhagen. Now there is a remedy derived through 
the action of ultraviolet irradiation on ergosterol. 

Dr. Rupotr L. Barer: In connection with the superficial nodules remaining 
after treatment with calciferol, Lomholt has recently advised a combination of 
calciferol and Finsen treatment. Apparently the deep nodules cannot be reached 
by the Finsen treatment, and the superficial ones cannot be reached by calciferol. 
He believes that the combined treatment may solve the problem. 

Dr. CHARLES WoLF: One must always be on the lookout for atheromas of 
the capillaries of the kidney especially, and also of the smaller vessels of the myo- 
cardium. Patients gvien calciferol and calcium should have frequent determinations 
of the blood calcium. Where there are residua, an ointment containing 3 per cent 
calciferol is effective. 

Dr. Marion B. SULZBERGER: The answers to most of the questions asked are 
to be found in the recent literature. At the New York Skin and Cancer Unit we 
used dosage schedules of 600,000 units, three times for the first week, twice for the 
second, third and fourth weeks and once weekly thereafter because we think it 
essential to work along the exact lines a predecessor has followed, to repeat as 
accurately as possible what was done originally, in order to see whether we obtain 
the same results as the original observer. So we went to great pains to use the 
same doses and preparations as Charpy, getting the solutions of sterogyle 15® 
(vitamin D preparation) from France and treating our patients in the same way 
as was done there. Then, having fully confirmed what earlier observers have said, 
we then used other preparations of vitamin Dz and used modified dosage schedules. 
I would hazard a guess that the optimum dosage might be different in each case, 
as with gold compounds and the arsenicals. I think that the future and fundamental 
study of this form of treatment is important. We know that this vitamin schedule 
is effective in some cases of sarcoidosis. Is that an added argument in favor of 
the thesis that sarcoid is some form of tuberculous infection, or is vitamin Dz 
(calciferol) also good for other types of granulomas not due to tubercle bacilli? 
If so, it might be good for tuberculoid leprosy, and many other important granu- 
lomatous infections. At my suggestion, Dr. Wade is planning to try it out in the 
tuberculoid and lepromatous forms of leprosy. Will vitamin Dz be valuable in 
treatment of any types of tuberculosis of the viscera, and if so, which forms? 
These and many other questions can be answered only when many investigators 
take up and extend this new form of treatment introduced by European derma- 
tologists. 


Chronic Benign Familial Dermatosis (Hailey-Hailey). Presented by Dr. 
NATHAN SOBEL. 


R. M., a man aged 72, is presented from the New York Skin and Cancer Unit 
with a rash which has been present intermittently for six years. It started on the 
left side of the neck and now involves the dorsum of the chest, sides of the neck 
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and shoulders. Vesicular encrusted lesions in plaques are seen in arciform arrange- 
ment with active borders and clearing center. The old lesions seem to have left 
depigmented areas. The Nikolsky sign can be elicited near the lesions. 


Results of serologic tests for syphilis were negative; the urine was normal, and 
no fungi could be found in scrapings. The report of biopsy by Dr. Charles Sims 
was Hailey-Hailey disease. 

The patient is married and has no children. He does not know whether either 
vf his parents or his brother or sister had a similar condition. 


DISCUSSION 


Dr. ArtHuR B. Hyman: It was suggested that this might be tertiary syphilis 
because of the configuration of the lesions, but they are crusted and bullous and 
there is a positive Nikolsky sign. There is some clinical similarity to dermatitis 
herpetiformis, but the eruption does not itch. The patient said that he has had it 
for six years. The unusual feature is the fact that, if his story is correct, the erup- 
tion developed at the age of 67. No cases have been reported in which the disease 
developed as late as that. Most cases are familial, but such a history was not 
elicited from this man. His parents died years ago, and his siblings live far away, 
so that he would not know about the state of their skin. Fortunately, the histologic 
picture in Hailey-Hailey disease is characteristic. 

Dr. GERALD F. MacHaceK: I treated a patient with a similar condition, and 
the patient improved with large doses of vitamin A, the improvement lasting over 
a period of months. I do not know the ultimate outcome. 

As a matter of fact, the problem is older than when the Haileys posed it. 
McCarty, in his “Histopathology of Skin Disease,” wrote of these peculiar cases 
which have some characteristics of pemphigus and some of Darier’s disease. 

Dr. Wivpert Sacus: I was surprised to hear Dr. Hyman call this Hailey- 
Hailey disease. In our article my co-workers and I decided that this is a variant 
of epidermolysis bullosa. 

Dr. ArTHUR B. HyMaAn (by invitation): Whether it be epidermolysis bullosa 
or not, this eruption was described by Hailey and Hailey, and therefore there is 
no discrepancy. 

The lesions in Hailey-Hailey disease are found on the sides of the neck, axillas 
and groins with a degree of symmetry, and there is usually a familial history. The 
disease lasts many years with frequent remissions. One can generally exclude other 
possibilities, such as tinea by mycologic examination, syphilis and other diseases, 
by careful analysis of history, lesions and symptoms. The histologic aspect of this 
disease is characteristic, and the only other eruption for which it could be mistaken 
at a quick glance under the microscope is Darier’s disease, but in the latter one 
always finds corps ronds and grains. In Hailey-Hailey’s disease the lacunas are 
characteristic and are found just above the basal cell layer, corps rond are not found, 
and grains are rare. 


Sarcoid, with Results of Kveim Test. Presented by Dr. Jesse A. ToLMAcH. 


E. L., an Italian woman aged 39, is presented from the New York Skin and 
Cancer Unit with an eruption of six years’ duration. Nearly the entire scalp is 
involved with scaly erythematous flat patches. Around the right ear and toward 
the back of the neck there are several pea-sized papules of light yellow-orange. 
On the left side of the face, right arm and right thigh there are indurated telangiec- 
tatic coin-sized plaques. The past history is not relevant. 
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Results of serologic tests for syphilis were negative. The urine and blood cell 
count were normal. The tuberculin reaction was negative in a dilution of 1: 100. 
A roentgenogram of the chest showed perhaps slight engorgement of the superior 
great vessels. There was a slight degree of lymphoid nodulation at the hilus and 
root devoid of definite etiologic characteristics. There was moderate generalized 
hypervascularity. No evidence of recent parenchymatous infiltration was seen. The 
report of biopsy was sarcoid. The result of the Kveim test was negative after nine 
days, with the Oslo antigen. With the Copenhagen antigen it appeared to be 1 plus 
after three days and 1 to 2 plus after seven days. 


DISCUSSION 


Dr. Davin Bitoom: The patient shows typical sarcoid lesions on the back of 
the neck, but the other lesions are flat and not infiltrated. Together with the lesions 
on the scalp, they form an extraordinary feature in this case. 
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Axillary Hidradenitis Suppurativa, Pyoderma, Cystic Acne in a Girl 
Aged 15. Presented by Dr. Fred WIsE. 


Nevus Cerebriformis. Presented by Dr. Fred Wise. 


B. G., a single girl aged 18, in good general health, presented a birthmark 
involving the skin of the posterior and external lateral surfaces of the right thigh. 
It extended from the gluteal fold down to about one third the length of the thigh; it 
was roughly rounded in outline, with well defined borders and was approximately 
8 inches (20 cm.) in diameter. In addition to the primary growth, there were a 
few scattered satellite, pea-sized nodules at a distance from the main lesion. The 
tumor consisted of groups of soft, light brown, partly pedunculated and partly 
sessile nodules, some of which exhibited cerebriform and cauliflower-like surfaces, 
while others consisted of yellowish white, rounded, easily compressible “lumps” 
resembling superficial deposits of fatty tissue, covered with clinically normal skin. 

The birthmark produced a pronounced degree of disfigurement of the affected 
region; the patient was presented for the purpose of obtaining advise as to 
therapy. 

DISCUSSION 


Dr. Howarp Fox: I would do nothing at all for this lesion. It is fortunate 
that it is not situated on the face, neck or arms. To perform an extensive skin 
graft would be ridiculous, as the lesion does not bother the patient in the slightest 
degree. 


Dr. Eucene F. Traus: The lesion in this case is too extensive in my opinion 
for surgical intervention. Furthermore, since the lesion is a spreading and extend- 
ing one, I feel sure that it would certainly promptly appear beyond the line 
of surgical excision. This in itself would be most distressing to the patient and 
would, in my opinion, argue against surgical removal. Superficial desiccation, 
on the other hand, could be carried out on each of the lesions, and, because of 
the large amount of intervening skin between the patches, this would strike me 
as being the treatment of choice. Microscopic examination of one of the lesions 
would prove that this is probably a benign type of growth, and, if the desiccation 
is carried out properly, it could be done with safety and great improvement to 
the patient. 

Dr. A. Benson Cannon: I agree with Dr. Fox. This lesion should be 


untreated; but, should treatment be demanded, it might be possible to remove 
the lesion in successive steps, leaving only a linear scar eventually. 


Dr. Georce M. MacKee: I suggest leaving the lesion alone, or else complete 
excision, with plastic repair. I know of several instances in which epithelioma 
developed in this variety of nevus after it had been severely traumatized with 
solid carbon dioxide. 


989 
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Universal Scaling Erythroderma. Presented by Dr. Howarp Fox. 


Lichen Sclerosis et Atrophicus, Accompanied with a Bullous Eruption 
Involving Vitiliginous Areas of the Vulva and Anus. Presented by 
Dr. Maurice J. Costetto. 


Dermatitis Herpetiformis: Refractory to Treatment with Sulfonamide 
Drugs. Presented by Dr. Maurice J. CosTeELto. 


Nevus Pigmentosus et Pilosus. Presented by Dr. ANtTHoNy C. CIPOLLARO. 


D. W., aged 2 months, was first seen on March 21, 1946, because of an extensive 
nevus involving the major portion of the body. The father and mother have 
no similar lesions, and there is one other child in the family, who is well. The 
pediatrician informed the parents of the possibility of cancer developing in these 
lesions and of the possibility that the child may grow up with mental defects. 

The patient now presents a lesion which is black and thick, and involves 
the bathing trunk area and halfway up the trunk. There is hair in all parts of 
the lesion. On other portions of the body are isolated black or brown pigmented 


hairy lesions. 
DISCUSSION 


Dr. Howarp Fox: This case of bathing trunk nevus is not the typical brown 
hairy type. The pigment is rather dark, almost black, and, in addition, there 


are other defects. There is nothing that can be done for this child. 
Dr. A. BENSON CANNON: I believe that this is a benign type of lesion. 


Dr. Eucene F. Traus: There are two types of nevi present in this case. 
One, an ordinary brownish black, pigmented lesion with some slight fine downy 
hair, and the other, a deeper-seated bluish black or slate black mass. It is 
possible, therefore, that there are a blue nevus and an associate nevus of another 
type, possibly a junction. To further complicate the picture, there are some 
nodular masses underlying several of the bluish lesions, and they may be part 
of the bluish nevus, or they may perhaps represent areas of subcutaneous fat 
necrosis of the newborn. The child is just a few months old, and the masses 
have been present since directly after birth. As subcutaneous fat necrosis of the 
newborn is a self-limited process and usually clears up in a month or two, 
keeping this patient under observation will settle the diagnosis without the need 
of a biopsy. 

Dr. Frep Wise: Is it the consensus of the members that the nevus be 
untreated ? 


Dr. Howarp Fox: None of the patients with subcutaneous fat necrosis that 
I have studied had pigmentation like this, and there always was a definite hardness 
which this child does not have. In subcutaneous fat necrosis of the newborn, the 
skin is practically normal in color. The location of the disease is also different 
from that in this patient. 

Dr. Maurice J. CosteLto: I think that the masses represent the fibrolipomas 
rather frequently observed in this type of pigmented hairy nevus. I agree with 
Dr. Fox that there is nothing in these tumors to suggest subcutaneous fat 
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necrosis of the newborn. The duration and age of the patient is against it. A 
malignant melanoma may develop in this infant. 


Dr. ANTHONY C. CrpoLLaro: I do not believe that there is any fatty necrosis 
here. I do not believe that this shows any lipomatous tissue. I think that it is a 
mass of nevus cells. I feel, as do most of us here, that the lesion should not 
be treated and that nothing can be done for the child; I agree with Dr. Cannon 
that it is a relatively benign type of lesion. 


Mycosis Fungoides. Presented by Dr. FRED WISE. 


Chronic Lichenoid Discoid Dermatitis, Arrested; Dermatophytosis; Eryth- 
roplasia. Presented by Dr. A. BENSON CANNON. 


Universal Scaling Erythroderma. Presented by Dr. Howarp Fox. 


L. S., a man aged 62, a dress shop owner, first noticed an eruption ten years 
ago. It began on his legs and within six years had become universal. The eruption 
is red, scaly, dry and nonpruritic. In each axilla there are two partly fused, firm 
lymph nodes, the size of a pigeon’s egg and a hen’s egg, respectively. 

Laboratory examinations showed a faint trace of albumin in the urine. The 
Kline and Mazzini reactions of the blood were negative. A blood examination 
on Nov. 10, 1944, showed 6,500 leukocytes, with 52 per cent polymorphonuclear 
neutrophils, 44 per cent lymphocytes and 2 per cent eosinophils. A second blood 
examination, on March 7, 1946, showed essentially normal observations, except 
for 12 per cent monocytes. 

A biopsy specimen taken on Feb. 1, 1946, was examined by Dr. Wilbert Sachs, 
who made a microscopic diagnosis of tuberculosis cutis. His report was as 
follows: Throughout the middle and upper parts of the cutis there is a diffuse 
intense cellular infiltration composed of wandering connective tissue cells, small 
round cells, occasional plasma cells and many epithelial giant cells, the latter 
arranged in tubercle formation. The overlying epidermis is irregularly acanthotic. 
Part of the basal cell margin is washed out and part is intact. There is some 
parakeratosis. No lepra organisms were found. 

Four years ago, and again one year ago, the patient was operated on for 
inguinal hernia, on each occasion by a different surgeon. Both operations were 
failures and were followed by large elephantiasic masses in the upper third of 
the thighs. On one of these occasions, an inguinal (or femoral?) node was 
excised and examined microscopically. It was said to have shown nonspecific 
adenitis. 


The patient appeared to be in fairly good general health, He never takes 
drugs, including vitamins. He has had a good deal of roentgen treatment without 
any benefit, which would tend to exclude either psoriasis or mycosis fungoides. 


DISCUSSION 


Dr. Frep Wise: Generalized tuberculous erythroderma was described by 
Jadassohn (Volk, R.: Tuberkulose der Haut, in Jadassohn, I.: Handbuch der 
Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1927, vol. 10, pt. 1, 
p. 420). 
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Dr. GeraL>D F. MAcHAcEK: In the sections one finds microscopic evidence 
of the formation of tubercles. I am, however, not certain that from this evidence 
alone one should accept the diagnosis of tuberculosis cutis. Not so long ago I saw 
a similar case, that of a young person suffering from exfoliative dermatitis for 
many years. Microscopic examination of sections from his skin showed not 
dissimilar tuberculoid infiltrations, but I was able to show to my own satisfaction 
that they were foreign body reactions to epidermal inclusions. Others have reported 
and I have seen “tubercles” in cutaneous lesions of leukemia. 

Dr. Howarp Fox. I may say that the patient has no evidence of tuberculosis 
as far as I can find out. He is perfectly well and has no itching; the only 
peculiar fact is the surgical reaction which he had on two successive occasions after 
herniorraphy. 


Squamous Cell Epithelioma, Grade 3. Presented by Dr. Joun C. GRAHAM. 


Juvenile Acanthosis Nigricans. Presented by Dr. Frep WIsE. 


Vitiligo with an Elevated Border. Presented by Dr. Frep WISE. 


A. L., a boy aged 13, registered at the Skin and Cancer Unit on Feb. 26, 1946, 
presenting depigmented patches of two months’ duration. A vitiliginous spot first 
appeared on the penis; about one to two weeks later a spot appeared on the 
forehead, two weeks later on the left eyebrow and a month later on the left 
side of the forehead at the hair margin. 

The patient presents depigmented white patches on the forehead, left side 
of the neck, left eyebrow, shoulder and penis. They vary in size from 1 to 3 cm. 
The depigmented spot on the left side of the forehead is round, of silver dollar 
size and encircled by an evenly, slightly raised, threadlike border. In the middle 
of the forehead is a blackish, depigmented, half-dollar-sized, round spot, which 
has been present since birth, surrounded by a depigmented zone of 0.5 cm. 
The results of the routine laboratory tests were normal. 

From a section taken from the depigmented patch with the raised border 
Dr. Charles F. Sims made the diagnosis of superficial exudative inflammatory 
process, The description follows: The epidermis is slightly irregular. Its surface 
is covered in part by a very mild, loosely laminated horny layer. At several points 
the granular layer has all but disappeared. The basal margin is pigmented through- 
out one portion of the section and relatively nonpigmented in the remaining 
portion. There are scattered chromatophores. The rete pegs are somewhat 
irregular, and at some points of the basal layer liquefaction has taken place. 
At the latter point there is a mild cellular reaction composed for the most part 
of small round cells. The vessels of the upper part of the corium are moderately 
dilated and surrounded by a sparse cellular reaction composed for the most part 
of small round cells. Numerous vacuoles apparently due to edema are present 
at several points in the corium. 

DISCUSSION 

Dr. Eucene F. Traus: A similar case was presented at the American 
Dermatologic Association, Inc., meeting in Chicago about two years ago. I do 
not recall exactly how the peculiar border was explained, except that there 
may be some inflammatory process at work and with the peripheral extension 
of this inflammatory and slightly elevated border an area of depigmentation is 
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left. Incidentally, this boy had a pigmented hairy nevus on the forehead, near 
the hair margin. One of the patches of depigmentation involves this nevus, which 
is rapidly losing its pigment as a result. 

Dr. A. Benson Cannon. This is totally unlike any vitiligo that I have 
ever seen. The linear rim around the white area is raised, red and firm, and the 
depigmented center is most likely the result of previous inflammation. I think 
that we shall have to depend on the histologic examination for the diagnosis. The 
raised lichenoid margin somewhat resembles lichen planus. 

Dr. Frep Wise: It is interesting to call attention to the fact that a similar 
case was reported by Becker and Obermeyer (ArcH. DeRMaT. & SypuH. 36:216 
[July] 1937, and 37:99 [Jan.] 1938). Today the border is less elevated than 
when it was seen in the clinic, about two weeks ago. Another interesting fact is 
that the patient has typical vitiligo of the penis and scattered vitiligo on other 
parts of the body; there are no signs of lichen planus and no signs of a border 
on the other lesions. 


A Case for Diagnosis (Poikiloderma? Localized Scleroderma?). Presented 
for Dr. Georce C. ANpREws by Dr. A. BENSON CANNON. 


Neurodermatitis with Cataract and Asthma. Presented by Dr. Frep WISE. 


F. S., a young man aged 17, registered at the Skin and Cancer Unit on March 
19, 1946, presenting lesions since infancy. He has also been suffering with asthma 
since then. The asthmatic attacks have been mild for the past several years. 
The cataract in the left eye formed about three years ago. He has five brothers 
and sisters who are well. A cousin of his mother has asthma and had eczema. 
The patient had chickenpox, German measles, scarlet fever, whooping cough and 
pneumonia in childhood and appendicitis at the age of 13. His general health 
has been good. He complains of itching. 


The patient presents an almost perfectly symmetric and extensive eruption on 
the lower half of the forehead, face, front of the neck and upper and lower 
extremities. On the face the lesions are distributed on the lower half of the 
cheeks, with the chin comparatively free. On the upper extremities they com- 
mence just above the elbows, envelop the arms and end on the volar surfaces 
at the wrists, but include the dorsal surfaces, the hands and the terminal phalanx 
of the right middle finger. The lesions are most pronounced on the lower extremities 
and encircle almost completely and uninterruptedly, except for the inner and upper 
surfaces of the thighs, the thighs and legs down to the distal half of the dorsal sur- 
faces of the feet, terminating in a sharp margin. They consist of heavily crusted 
oozing vesicular fissured patches, infiltrated and thickened to several millimeters. 
The soles are hyperkeratotic, particularly the heels and the anterior metatarsal 
arches. The back is uninvolved except for isolated spots. On the chest, elbows and 
arms are fairly numerous pinpoint-sized to pinhead-sized, irregular, dry crusted 
patches on the back of the scalp. In the groins the lymph nodes are enlarged to the 
size of goose eggs and in the axillas to cherry size. 


Note :—The patient is hospitalized at the New York Post-Graduate Hospital. 
Laboratory reports will be given later. 


DISCUSSION 


Dr. Grorce M. MacKEE: It is important, for medicolegal reasons, to know that 
spontaneous cataracts occur in this disease; otherwise roentgen treatment is 
likely to be unjustly blamed, as has not infrequently happened. 
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Dr. Maurice J. Costetto: I had a patient who had received a great deal 
of roentgen rays (from another physician) to the face, and even though the eyes 
were covered with lead protectors bilateral cataracts developed. The ophthalmolo- 
gist attributed the cataracts to the roentgen ray therapy until he was informed of 
the association of juvenile cataracts with neurodermatitis. He had never heard 
of spontaneous cataracts forming in young persons with the dermatosis and had 
always thought that they were caused by roentgen rays. This is of medicolegal 
importance. 


George C. Andrews, M.D., President 


George M. Lewis, M.D., Secretary 
April 23, 1946 


Sycosis Vulgaris. Presented by Dr. Howarp Fox. 


C. V. W., aged 38, a guard by occupation, was discharged from the Army 
five years ago, after three years of service. During the last fourteen months in 
the Army he was constantly receiving treatment in various hospitals. He now 
presents an eruption confined to the upper lip and entire bearded area, which was 
previously of pustular type and now resembles a scaling eczema. 

Treatment in Army hospitals consisted chiefly of penicillin, roentgen rays and 
ultraviolet irradiation. He received an enormous amount of penicillin, administered 
both by intramuscular injections and as an ointment. He received a total of three 
hundred and fifty injections, in three courses of treatment, which completely failed 
to influence the eruption. He also had seven fractional doses of roentgen rays 
(without causing epilation) at the Walter Reed Hospital, after which he was 
practically well for two months. The disease then recurred in the same severe 
form. He was at one time given general and local ultraviolet radiation for six 
weeks, which was followed by a deep tan on the body, but had no effect on the 
eruption. On another occasion, he used quinolor® ointment (contains 10 per cent 
benzoyl peroxide and 0.5 per cent quinolor® [a mixture of three chlorine deriva- 
tives of 8-hydroxyquinoline] in a base of equal parts of petrolatum and wool fat) 
in various strengths for two weeks with slight benefit. The patient appears to 
be in good general health and is again working full time. He was first seen by 
me on April 1, 1946, and since then he has used quinolor® ointment once a day 
with slight improvement. 

DISCUSSION 


Dr. ANTHONY C. CrpoLttARo: Cases of sycosis vulgaris tax the resource- 
fulness of the dermatologist. I find that manual epilation of infected hairs is 
effective. Tyrothricin, penicillin and other new antiseptics in easily absorbable 
bases, combined with injections of toxoid and small weekly doses of roentgen 
rays improve or keep under control most cases of sycosis vulgaris. I certainly 
oppose the use of roentgen rays for the purpose of producing permanent 
epilation. 

Dr. Paut E. BecHet: I believe that the local use of penicillin in sycosis 
vulgaris should be discontinued if no improvement occurs after it has been applied 
for a week, as cutaneous reactions from penicillin are, in my experience, greatly 
increasing in number—so much so as to become almost commonplace. I have 
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observed two types of reaction caused by penicillin in sycosis, some patients 
showing a great increase in pustules and inflammation after its local use for a 
few days and others an acute vesicular outbreak with much redness and discem- 
fort within forty-eight hours after its first application. 

I have used quinolor® in sycosis plus roentgenotherapy, 75 r once a week, 
with such satisfactory results that this method is used by me almost exclusively. 

Dr. Maurice J Costetto: I think that the best treatment for these cases is 
compound quinolor® ointment; and, if properly rubbed in three times daily, before 
and after shaving and at night, it is effective. 

Dr. JouN C. GRAHAM: I have had poor results with penicillin in the treat- 
ment of sycosis vulgaris. I have had better results with compound quinolor® 
ointment, but have had few permanent cures. 

Dr. FRED Wise: I share the views of those who favor manual epilation; 
it is one of the most important methods of therapy. The patient should be taught 
not to pull the skin out with the hair and to allow his beard to grow for two 
or three days. I feel that some of these cases are almost incurable. A fluid 
preparation known as intraderm® (antifungal agent) combined with tyrothricin is 
of considerable value in the treatment of this disease. 

Dr. EuGeNe F. Traus: This patient has had much treatment, but the best 
remedy for so severe a condition has not as yet been used, and I see no reason 
why a careful roentgen epilation should not be done. It has been my practice 
to do this in the bearded area, using a divided dose and alternating with ultra- 
violet rays from a cold quartz lamp to control and prevent a pustular flare-up. 
This has always been successful, and the patient is free of eruption in approxi- 
mately six weeks from the date of the first treatment. I believe that the after- 
care from this point on is also extremely important because there is a tendency 
to relapse. Therefore, while the new hair is growing back, I usually have the 
patient use either quinolor® ointment, ammoniated mercury or some other simi- 
lar mildly antiseptic cream. If the new hair is kept free of infection, the patient 
is permanently cured. 

Dr. A. BENson Cannon: Any case of folliculitis is difficult to cure. While 
manual epilation is the method of choice in treating localized areas, in cases with 
generalized sycosis, it is almost impossible and certainly impractical to pull out 
all the hairs. About a year ago I presented a patient with generalized sycosis 
of several years’ duration who was cured with wet dressings and injections of 
penicillin and frequent potassium permanganate baths. I had 3 cases of gener- 
alized sycosis cured with this treatment within three to six months. 

Dr. George M. Lewis: In order to obtain maximum results from penicillin 
applied locally, some individualization in the strength of the application is desir- 
able. Cormia has found tests of sensitivity to the bacteria found in culture to 
be helpful in gaging the concentration of the penicillin to be used. Empirically, 
one may use higher percentages of penicillin when the response is poor to 
standard strengths. 


Dr. Georce C. ANDREws: I was impressed by the apparently infected lower 
teeth. All the upper teeth have been pulled out. The patient never had roent- 
genograms taken of his lower teeth. His gums are retracted and show definite 
gingivitis, and I suspect that he has root abscesses. I agree with those who 
prefer manual epilation and quinolor® ointment. If sulfonamide drugs were not 
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used and sensitivity of the Staphylococcus to penicillin has not been tested, I 
would advise that this be done. 

Dr. Howarp Fox: I am grateful for this discussion. I shall see that the 
man has a roentgenogram of his lower teeth in a search for abscesses. He 
has certainly had penicillin to the limit. From what I have read, I have come 
to the conclusion that penicillin is often a poor remedy for sycosis vulgaris. As 
to fractional doses of roentgen rays, I have had poor results. I think that 
quinolor® ointment is the best remedy, though it may have to be continued for 
months. As Dr. Cannon said, it is not feasible in cases of profuse eruption to 
pull out all the hairs. I shall advise the patient to rub in the quinolor® ointment 
vigorously three times a day. 


Lymphogranulomatosis Benigna (Schaumann’s Disease). Presented by 

Dr. Frep WISE. 

A. A., a Negro woman aged 35, registered at the Skin and Cancer Unit April 
4, 1946, presenting lesions of four months’ duration. The patient had smallpox 
at 8, therapeutic abortion at 16 and supravaginal hysterectomy at 28 years. She 
complains of weakness, cough, anorexia, constipation and nocturia. During the 
past eight months she lost 33 pounds (15 Kg.) in weight. 

On both parotid areas are symmetric hen’s egg-sized fixed swellings. Axillary 
and epitrochlear lymph nodes are enlarged. The liver is enlarged to 3 finger- 
breadths below the costal margin. The spleen is palpable and hypertrophied. 

Examination showed a pea-sized, raised, painless, nontender nodule on the 
upper lip and one on the chin; ten similar nodules are located on the small of 
the back and scattered isolated growths on the trunks and extremities. Herpes 
zoster, in the form of a vesicular erythematous eruption, extends along the entire 
left sixth rib. 

The hemogram was normal. Routine examination of the chemical content 
of the blood revealed 8.5 mg. of urea nitrogen (normal 25 to 35), 21 mg. of 
nonprotein nitrogen in one hundred cubic centimeters of whole blood (normal 160 
to 230), 230 mg. of cholesterol in one hundred cubic centimeters of plasma. The 
icteric index was 7.1. The cephalin-cholesterol flocculation test gave a plus-minus 
result. 

Roentgenograms of the long bones showed small cystlike areas at the heads 
of several phalanges of both hands. Examination of the eye revealed an enlarge- 
ment of the peripheral portion of both lacrimal glands. The orbital portion on 
the left side had a shotty feel. On retracting the lower eyelid several match- 
head-sized nodules are exposed and hyaline-like excrescences at the upper borders 
of the tarsi of both lids are present. There is no uveitis or iridocyclitis. 

The patient has chronic atrophic nasopharyngitis with suspicious small nodules 
on the uvula and a nodule on the laryngeal surface of the epiglottis and on the 
anterior commissure of the subglottis. 

The histologic section from one of the lesions showed Boeck’s sarcoid. Dr. 
Charles F. Sims interpreted the observations as follows: The epidermis is 
somewhat flattened. Throughout the upper middle part of the cutis and extend- 
ing downward into the deep part of the corium are numerous well defined cellu- 
lar masses composed of epithelioid and giant cells. These masses do not appear 
to be undergoing necrosis. There is little small round cell infiltration. 
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DISCUSSION 


Dr. Henry E. MicuHetson (by Invitation): I was glad to have the oppor- 
tunity of seeing this patient. I agree with the diagnosis of Schaumann’s disease, 
and I think that some common term should be used for all of these sarcoid 
conditions, like sarcoidosis. I think that this disease is a general condition, 
not necessarily a system disease, for the various systems most commonly involved 
are the lymph nodes, skin, lungs and bones. However, even the meninges may 
be involved. There is still much studying to be done on the subject. It is 
strange that the Scandinavians see so much in their country and here the dis- 
ease is seen so commonly in Negroes. I feel that one should take a broad view 
of this disease, have an open mind as to causation and not expect the histologic 
picture to be as precise as has been believed in the past. The course of sarcoidosis 
is variable—some patients having complete remissions and some having the disease 
for many years. 

Dr. Maurice J. Costetto: I think that the herpes zoster in this case is an 
interesting feature and that it is due to pressure on the posterior nerve roots by 
the lesion of this disease. A similar mechanism occurs in Hodgkin’s disease. 


Dr. ANTHONY C. CrpoLtLtaro: It is my understanding that in a number of 
these cases pulmonary and even miliary tuberculosis develops later. 


Dr. Frep Wise: I am grateful for this discussion, from which I have gained 
considerable knowledge. The only point against the established diagnosis of 
Schaumann’s disease is the absence of uveitis: perhaps the process is not suff- 
ciently advanced to have caused this symptom. I have in mind fever therapy 


for this patient. 


A Case for Diagnosis (Annular Atrophic Lichen Planus? Scleroderma?). 
Presented by Dr. Frep WIsE. 


Epidermolysis Bullosa; Spina Bifida Occulta; Vitamin Deficiency 
Associated with Ichthyosis. Presented by Dr. A. BENSON CANNON. 


A Case for Diagnosis (Sarcoid? Granuloma Annulare?). Presented by 
Dr. Frep WISsE. 


Epidermolysis Bullosa Confined to the Palms and Soles.~ Presented by 
Dr. Maurice J. CosTeELo. 


L. C., a girl aged 19, has had recurring large thick-walled painful bullae on 
the bearing surface of the feet and on the palms since she was 3 years of age. 
The eruption on the soles is present mainly in the spring and summer, when she 
is more inclined to walk. Blisters occur on the palms at points of pressure after 
such household duties as ironing clothes. In addition, she presents a number 
of calluses on the pressure points of the dorsal aspect of the toes. There is some 
redness and scaling of the dorsal aspect of the last phalanx of the fingers. The 
feet have an aged appearance. Yesterday it was observed that, in addition, the 
patient complains of-chapping, redness and scaling of the lower third, anterior 
surface of the legs and the tip of the nose in cold and windy weather. Treat- 
ment has been palliative, consisting of rupturing the vesicle and use of potassium 
permanganate foot baths. 
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DISCUSSION 


Dr. GeorcE C. ANpREws: I have as patients a brother and sister who have 
this disease limited to the palms and soles. They have atrophy of the phalanges 
and the skin of the hands and feet. The brother has some other lesions on his 
body but the sister has lesions only on her palms and soles. My patients have 
atrophy and bullae, and atrophy of the digits, and present definite epidermolysis 
bullosa of fifteen years’ duration. This patient to my mind has hyperkeratosis 
and bullae. I am not sure whether she has epidermolysis bullosa. I presented a 
similar case before the New York Dermatological Society on Jan. 23, 1945. 

Dr. J. GARDNER Hopkins: This case reminds me of one reported in the 
November issue of THE ARCHIVES, also under the same diagnosis, with the dis- 
ease limited to the palms and soles, but with no other signs of epidermolysis 
bullosa, and I wonder whether it was really that disease. 

Dr. Howarp Fox: I agree with Dr. Hopkins. I have received a number of 
articles from men in the Army or Navy describing cases with the condition lim- 
ited mostly to the soles. These men have eventually had to be discharged from 
the service. They were often considered to be suffering from dermatophytosis 
at the outset, but eventually the correct diagnosis was made. 

Dr. Maurice J. CostELto: This patient presents lesions almost at will. After 
ironing clothes for a time large bullae develop on her palm, and always after 
walking three or four blocks bullae develop on her soles. I have seen quarter- 
sized and half-dollar-sized, thick-walled bullae on her palms and soles. 


Widespread Papulosquamous Eruption; Neurosyphilis. Presented by 
Dr. A. BENSON CANNON. 


V. V., a 42 year old Puerto Rican woman, was admitted to City Hospital for 
a generalized rash of three months’ duration. She had been in good health until 
three months prior to admission, when she suddenly began to experience severe 
frontal headaches, fever, malaise and anorexia. At the same time there appeared 
a rash on the flexor surfaces of the arms and forearms. The rash spread rapidly 
and became generalized. The patient did not receive any therapy. She was 
admitted to the hospital on April 15, 1946, having been referred from the 
Vanderbilt Clinic. 

The patient has been a widow for three years. She has five children, all in 
good health. The oldest is 25 years of age and the youngest 9 years. One 
miscarriage occurred seven years ago. 

Physical examination discloses a well nourished Puerto Rican woman. There 
is a generalized papulosquamous eruption involving the entire cutaneous surface, 
including the palms, feet and face. Lesions are symmetric and superficial. They 
are brownish red and covered with adherent scales. The lesions resemble 
psoriasis. The mucous membranes are not involved. There are no lesions in 
the throat. There are no lesions in the genital or anal regions. The pupils react 
in accommodation but not to light. The knee jerk is exaggerated; the ankle jerk 
is present. The Romberg reaction is negative. 

The Ducrey and Frei reactions were negative. Examination of the spinal 
fluid showed 12 cells, 0.01 per cent protein; colloidal gold 4444321000. Results 
of dark field examination of material from the lesions were negative on April 
16. The Kline reaction of the blood was 4 plus on April 12. The Wassermann 
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reactions of the blood and the spinal fluid were both 4 plus on April 16. The 
patient has received 4,000,000 units of penicillin, 100,000 units every three hours. 


DISCUSSION 


Dr. Ray H. Rutison: It is rather curious that, in a person obviously with 
neurosyphilis and with Argyle Robertson pupils, there should be such an exten- 
sive syphilitic eruption as this. Cutaneous eruptions are relatively rare in 
neurosyphilis. How would this eruption be classified, assuming it to be a syphilitic 
eruption ? 

Dr. A. BENSON CANNON: One frequently sees involvement of the nervous 
system in cases of early syphilis and especially in the late secondary stage. This 
patient’s cutaneous lesions have greatly improved with penicillin. 


Note.—The diagnosis from biopsy of the cutaneous lesion was syphilis. All 
lesions disappeared after the penicillin injections. 


Acanthosis Nigricans. Presented by Dr. FreD WISsE. 


A. S., a boy aged 12, registered at the Skin and Cancer Unit on April 16, 
1946, presenting cutaneous lesions of eight months’ duration. He has two broth- 
ers, aged 5%4 and 3% years, who do not have any cutaneous disease. He had 
measles, chickenpox, scarlet fever, German measles and mumps during child- 
hood and a streptococcic infection of the throat and recurrent infections of the 
left ear. His appendix was removed at the age of 10. He was also subject to 
mild attacks of hay fever. His maternal grandmother died at the age of 56 
from a tumor of the kidney which became polycystic. The paternal grandmother 
had a kidney removed “for some ailment,” and two years later the other kidney 
became affected and she died at 52. The paternal uncle died at 35 after a kidney 
removal. Both grandfathers died of “heart attacks.” Obesity is a familial trait. 
Most of the members of the family from the grandparents down have been and 
are obese. 


The mother stated that the child’s neck was always darker than the rest of the 
body, and this was thought to be due to exposure to the sun. The boy is of 
average intelligence. He feels strong and well, except for occasional attacks of 
frontal headaches. 


A “sore” area first developed on the right side of the neck; this would clear 
up for a week or two and then recur after he wore rayon shirts or used soap. 
When he avoided rayon shirts and soaps the soreness would regress, leaving 
rough areas which would become rougher after each attack of soreness. Two 
months later the patches began to spread around the neck. The pigmentation in 
the axillas appeared at the same time as those on the neck. The patch on the 
left cubital region developed about two months ago. 

Examination shows blackish pigmentation on the neck, axillas and left cubital 
region. The neck shows black dry nontender somewhat infiltrated patches which 
are irregular in outline, ill defined and intermingled with depigmented patches. 
They feel rough, like sand paper. The pigmented areas blend gradually into 
the surrounding integument. There are similar symmetric patches in both axillas, 
blackish brown, and well defined, silver dollar-sized, dull brownish patch in the 
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left cubital region. On diascopic pressure there is no change in intensity of 
color. 

He is overweight. His height is 5 feet and 534 inches (164.4 cm.), and. he 
weighs 172 pounds (78.2 Kg.) stripped. The abdomen is pendulous. The breasts 
are prominent and the nipples retracted. The genitals are small for his age. 
Scrapings of the patches in the cubital region and axillas were negative for tinea 
on direct examination and culture. 

A histologic section taken from a hyperpigmented lesion on the neck accord- 
ing to Dr. Charles F. Sims showed the features of acanthosis nigricans for 
the most part, except for the absence of pigment. He suggested that avitaminosis 
A be considered. He stated that the epidermis was verrucous. The granular 
layer was in part thickened and in part thinned, and at one or two points absent. 
The epidermis was moderately and irregularly acanthotic with considerable inter- 
lacing of the rete pegs. The basal margin did not present much pigment, as sug- 
gested by the clinical diagnosis. There was a diffuse reaction in the papillary 
zone and a perivascular one in the subpapillary zone composed of small round 
cells, wandering connective tissue cells and scattered chromatophores. Some 
interstitial and parenchymatous edema of the papillary zone were observed. 


DISCUSSION 


Dr. Henry E. MICHELSON (by invitation): One reads in the literature of 
children with acanthosis nigricans occasionally experiencing something like the 
Cushing syndrome, but I think that the lesions of children with this disease will 
heal without any trouble. 

Dr. Howarp Fox: The opinions that these lesions are benign are different 
from those expressed at the last meeting. At that time, some members stated the 
opinion that some of these cases terminate fatally. 


Dr. Hans J. Schwartz: The case that I reported some time ago was not 
of the juvenile type. The patient was followed up at the Memorial and New York 
hospitals and died at the age of 53 years. The case had been regarded as one of 
juvenile acanthosis nigricans, but autopsy showed an enlarged liver which proved 
to be carcinomatous. 

Dr. Witt1aAM CurtTH (by invitation): I think that most of these cases of 
benign diseases continue without becoming cancerous. In the cases of malignant 
disease there can be an interval of eight to ten years between the appearance 
of the cutaneous lesions and the manifestation of the cancer. 

Dr. Frep Wise: The consensus is that in these juvenile cases as a rule 
complications do not develop, but the patients have to be kept under observa- 
tion until they reach maturity and adulthood. 


A Case for Diagnosis (Dermatitis Factitia of Both Feet). Presented by 
Dr. Eucene F. TRavus. 


Rosacea-like Tuberculid of Lewandowsky. Presented by Dr. Frep WISE. 


Tuberculous Ulcerative and Fungoid Lesions of Buttocks and Perineum. 
Presented by Dr. Frep WISE. 





NEW YORK DERMATOLOGICAL SOCIETY 


Eugene F. Traub, M.D., President 


George M. Lewis, M.D., Secretary 
Nov. 26, 1946 


Lupus Erythematosus. Presented by Dr. ANTHONY C. CIPOLLARO. 


R. P., a boy aged 3, was first seen by me on Nov. 15, 1946, with an eruption on 
the face which the mother thought followed mosquito bites. The eruption appeared 
on both cheeks and finally spread across the nose. After about two weeks the 
child was taken to the Skin and Cancer Unit, where a blood cell count, tuberculin 
tests and a biopsy were performed. 

The blood cell count showed mild secondary anemia. The reactions to tuberculin 
tests were negative in dilutions of 1: 1,000,000, 1: 500,000 and 1: 100,000. The 
report of biopsy of the right ear lobe was “inflammatory phase of lupus erythem- 
atosus.” 

The patient now presents an erythematous eruption involving both cheeks and 
most of the nose. The shape of the eruption roughly resembles a butterfly. There 
are telangiectatic vessels, and the scales are dry and adherent. The lesions are 
sharply demarcated. 

Iodized salt was prescribed and the application of a sulfur preparation to the 
affected areas. Within two weeks the eruption improved at least 75 per cent. 


DISCUSSION 


Dr. Paut E. BecHET: There is no doubt that the location is the usual one for 
lupus erythematosus and the scaling is characteristic, but the eruption lacks the 
follicular keratoses that one sees in the discoid type of lupus erythematosus. This 
may be explained by the fact that the skin of young children is less apt to have 
keratotic lesions than the skin of adults. I agree with the diagnosis. The interesting 
thing is the age of the patient. It seems to me that the incidence of lupus erythem- 
atosus in young children is greater today than it was years ago, and I believe 
that this is due to the increased tendency to exposure to the sun. 


Dr. Ray H. Rutison: I think that it is lupus erythematosus, probably of a 
superficial type. 

Dr. Howarp Fox: I agree with the diagnosis, particularly because histologic 
examination of one of the lesions confirmed it. I do not agree with Dr. Bechet 
that this disease is frequently seen in children. It is most extraordinary to see 2 
cases in babies at one meeting. At least, it has never happened in my experience. 

Dr. GeraLD F. Macuacex: I do not know what else I would call this but 
lupus erythematosus. Several years ago I saw 2 fairly well nourished children of 
this age group with lesions that were not as scaly as these but had the same 
distribution and also developed after exposure to sunlight. The diagnosis was 
lupus erythematosus. These children were on a diet of bananas, but appeared 
well nourished. I do not know what ultimately happened, but I understand that 
they improved after the diet was varied. The only clinical diagnosis I could make 
in the case presented by Dr. Cipollaro would be lupus erythematosus, but I should 
consider the possibility that it might be due to or precipitated by some dietary 
imbalance, perhaps avitaminosis. 


Dr. A. Benson Cannon: I agree with Dr. Fox that lupus erythematosus in 
infants must be an exceedingly rare disease. I do not recall having seen a typical 
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case of lupus erythematosus in a child under 3 years of age. I think that it is 
necessary to observe such an eruption for some months and to have a biopsy made 
before one can be certain of the diagnosis of lupus erythematosus in infants. 
Recently a baby was admitted to the hospital with the diagnosis of lupus erythem- 
atosus, but it proved to be infantile eczema. In the case presented, the location 
and character of the lesions suggest the diagnosis of lupus erythematosus and the 
report of biopsy supports that diagnosis. I should suggest, however, that the 
patient be observed longer and that another biopsy be made. 

Dr. Jonn C. GraHam: I think that it is lupus erythematosus, clinically at 
least. I have never seen a similar case. 

Dr. Maurice J. Costetto: I think that the patient has lupus erythematosus, 
and I think that it is the disseminated type, as there are lesions on the external 
surfaces of the forearms as well as on the face and neck. It is the type of lupus 
erythematosus that will have to be watched carefully. It would not be advisable 
to administer gold salts to this patient. 


Dr. Frank C. Comes: I agree with the diagnosis. Of course, the youngster 
does look undernourished. I agree with Dr. Machacek, and there might also be 
an investigation as to tuberculosis in this family and in the child himself. 


Dr. Greorce C. ANDREWS: The delicate character of this child’s skin should 
be noted. About two summers ago I saw 2 children, about 2 or 3 years of age, 
with lupus erythematosus. One was in New York Hospital for a month under 
observation, and the diagnosis was well established. These patients have both 
improved. I have seen them within the past six months. The improvement was 
great with proper diets, with a great deal of vitamins, wheat germ and injections 
of crude liver extract. Both have slight traces of disease but are greatly improved. 
They had the extensive discoid type of lesions on the face. 

Dr. Niets Dansott, Oslo, Norway (by invitation): I agree with the diagnosis. 
It is surprising to see lupus erythematosus in such small children. I am of the 
opinion that you see more of this disease here than we do in Norway. I can not 
understand why you use the name “lupus.” In Scandinavia we have dropped that 
misleading term altogether and call it just “erythematodes.” 

Dr. GeorceE M. Lewis: From the clinical features presented, I would favor 
lupus erythematosus over other diseases with which the disease could be confused. 

Dr. Eucene F. Traus: My co-workers and I saw this patient at the New 
York Skin and Cancer Unit several months ago, within a short time following 
his summer exposure to sun. He presented a classic type of discoid lupus erythe- 
matosus, and the features that were present then, namely, the dilated follicular 
plugs and what appeared to be superficial atrophy, are not so apparent now. A 
biopsy was performed to confirm the diagnosis chiefly because of age of the patient. 

Dr. ANTHONY C. CrpoLtaro: I also thought that lupus erythematosus was 
extremely rare in children of 3 and under, and for that reason I am presenting 2 
cases. I think that the diagnosis has been well established in this case, both 
clinically and histologically, and I should also like to emphasize the improvement 
which followed treatment with iodized salt. 


Lupus Erythematosus. Presented by Dr. ANTHONY C. CIPOLLARO. 


M. Z., a girl aged 19 months, born in the United States, was first seen by me 
on July 25, 1946. The mother first noticed a-rash on the right cheek when the 
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baby was 3 months old, and since then it has spread persistently, without remissions, 
up to its present extent. About four months ago lesions appeared on both forearms. 
The child is decidedly undersized. At the age of 15 months she weighed only 13 
pounds (6 Kg.). The baby was born without complications, and there were no 
unusual symptoms either before or after delivery. 

The patient presents an erythematous eruption involving both malar regions 
and extending across the bridge of the nose. There are telangiectatic vessels and 
dry adherent scales, and the lesions are sharply demarcated. There is one small 
lesion on the scalp and one small patch on each forearm. A biopsy was not per- 
formed. The patient was seen by me once, and then not again until the present time. 

Bismuth compound injections were advised, but the baby’s pediatrician had read 
of the toxic effects of bismuth, causing death in 1 case, and he was therefore 
hesitant about using it. Injections of crude liver extract were then recommended. 


DISCUSSION 


Dr. GeorcE C. ANDREWS: I agree with the clinical diagnosis, although I am 
not as positive as in the other case. I should like to call attention again to the 
fact that the child’s skin is delicate and different from that of the mother, who 
has a coarse skin. That was true in my 2 cases. 

Dr. FranK C. Comses: I agree with the diagnosis and think it represents a 
remarkable improvement. 

Dr. MauRIcE J. CostELLto: I question the diagnosis. This child must have 
some developmental defect which also affects the skin. She does not appear to be 


a sick child. I think that it is a cutaneous manifestation of a developmental defect, 
such as the telangiectatic type of streaking seen in some major ectodermal con- 
genital defects. 

Dr. J. GARDNER Hopkins: I could not see much reason for calling it lupus 
erythematosus except for the involvement of the flush areas. I saw no follicular 
plugging or hyperkeratoses. There was a lesion in the elbow flexure which was 
eczematous, and I wondered whether it were not infantile eczema. 


Dr. A. BENSoN CANNON: I agree with Dr. Costello and Dr. Hopkins that 
the eruption looks more like infantile eczema than lupus erythematosus. The 
lesions are too diffuse, red, swollen and exudative for lupus erythematosus. A 
further study of the case, including a biopsy, might help to make the diagnosis. 

Dr. Geratp F. Macuacex: I am less inclined to accept this as lupus 
erythematosus in view of the inanition and general underdevelopment. My 
previous remarks are even more applicable to this case. 

Dr. Howarp Fox: I agree that it is difficult to make a diagnosis in a child 
who is as restless as this one was. The fact that the eruption began when the 
child was 3 months old makes it an exceedingly rare case of lupus erythematosus, 
if it is that disease. The obvious developmental defect may have something to 
do with this eruption. 

Dr. Ray H. Rutison: Aside from the distribution, I did not find much 
evidence to warrant a diagnosis of lupus erythematosus. 

Dr. Eucene F. Traus: If we are to accept this as a case of lupus erythema- 
tosus, it would have to fit into the acute disseminated type, because the patient 
certainly does not present any of the characteristics of the discoid type. As a 
matter of fact, Dr. Hopkins and the others are probably correct in their feeling 
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that this patient may not have lupus erythematosus at all, but that the hyperactivity 
of this child may be responsible for some of her cutaneous lesions. It appears that 
the child rubs the face and in this manner brings about some, if not all, of the 
erythema and irritation. The lesion on the flexor surface of the forearm is 
definitely edematous and vesicular and suggests either a patch of eczema or 
possibly even an artefact. My suggestion would be for Dr. Cipollaro to hospitalize 
the child and restrict the motions in such a way that she cannot rub her face or 
roll the head on the pillow and observe whether this does not cause an amelioration 
of the symptoms. 

Dr. AntHony C. Crpoccaro: My diagnosis is based on two hasty observa- 
tions. When I saw the child the first time, I thought of several diagnoses, such 
as developmental defect, psoriasis, eczema and lupus erythematosus. In favor of 
lupus erythematosus are the persistence, steady spreading, demarcation, dry adherent 
scales, absence of remissions and lack of vesiculation. The child’s pediatrician 
has never thought of eczema in this case. The diet has been carefully super- 
vised. There is no history of atopy in the family. It is true that I did not find 
keratotic plugs, but in a child with a delicate skin one does not expect to find the 
same degree of scaliness or follicular plugging as in an adult. Against eczema 
is the lack of vesiculation and crust formation. As far as developmental defects 
are concerned, I could not see any evidences of nevus flammeus, and it is not like 
any other developmental defect I know. I think that the fact that the mother is 
small has a good deal to do with the child’s small size. The evidence as I see it 
favors a diagnosis of lupus erythematosus. I shall discuss the question of per- 
forming a biopsy with the pediatrician, and if he and the mother consent, I shall 
proceed with biopsy. 


Chronic Discoid and Lichenoid Dermatosis. Presented by Dr. Grorce C. 
ANDREWS. 


J. G., a Jewish man aged 50, was first seen Oct. 9, 1946, with an eruption 
which had had its onset fifteen years previously, beginning with a small lesion on 
his thigh. This had spread gradually. The dermatitis had cleared with roentgen 
therapy, ultraviolet irradiation and various injections. Exacerbations occurred at 
intervals but responded with the described treatment. The patient has noticed 
also that healing occurred spontaneously during vacations in Florida. There was 
a history of eczema during infancy. Allergy testing in 1931 revealed a positive 
reaction only to orris root. 

Examination shows a patchy, vesicular, papular, erythematous discoid and 
lichenoid dermatitis on the body and particularly on the extremities and penis. 

A complete blood cell count revealed 96 per cent hemoglobin, 4,720,000 red 
blood cells and 5,850 leukocytes. The differential smear showed 16 per cent 
eosinophils. The urine was normal. 


The patient has shown no improvement with the parenteral use of penicillin, 
oral use of sulfapyridine, an elimination diet or arsenic trioxide solution given 
intramuscularly. Local treatment has consisted of mild antipruritic applications 
and superficial roentgen therapy. 


DISCUSSION 


Dr. Frank C. ComsBes: This man presents practically all of the characteristics 
one usually associates with this disease. In all cases the question comes up as to 
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whether this is a definite disease entity. I think that we have seen enough cases 
now to justify its distinction from other dermatoses which it simulates. I was 
interested to know that the man did not respond well to sulfapyridine. We have 
had several patients who had good remissions definitely related to the admin- 
istration of that drug. 


Dr. Maurice J. CosteLtto: The only therapy I can think of which has not 
been tried is nonspecific therapy with triple typhoid vaccine injected intravenously. 
I think that it would be beneficial, especially if combined with sunlight and salt 
water bathing, preferably in a southern climate. 


Dr. A. BENson CANNON: The diagnosis of chronic discoid and lichenoid 
dermatosis had never occurred to me. The patient is a wealthy business man 
with a happy disposition. He has consulted me at infrequent intervals since 1933 
for various minor dermatologic complaints. Three years ago, I saw him for a 
few macular, pea-sized to five-cent-piece-sized, round to oval, scaly and crusted 
patches that were slightly itchy. I diagnosed it as an eczematoid dermatitis due, 
probably, to a local irritant. The lesions cleared with a few fractional doses of 
roentgen rays and tar ointment. Since that time I have seen him every few 
months for a recurrence of the lesions, and there were never more than a couple 
of dozen. After taking ocean baths in Florida and being in the sun, the patient 
noticed that all lesions disappeared, but these returned a few months after his 
return to New York. Cultures for fungi were negative. Patch tests elicited a 
strong reaction to pyrethrum, tar, phenol salicylate ointment, sulfur and several 
soaps. Itching was never a pronounced symptom, and the lesions were always of 
the same character—macular, exudative, crusted areas. There were never any 
nodules, plaques, pigmentation, lesions of the glans penis or adenopathy, symptoms 
that are usually found in chronic discoid and lichenoid dermatitis. Tonight the 
patient presents many more lesions than I have observed before, but even now 
they are of the eczematous and crusting type. 

Dr. Geratp F. MacHacek: I am of the opinion that many persons suffering 
from so-called chronic discoid and lichenoid dermatosis also suffer from an 
element of contact hypersensitivity and an element of cutaneous infection. Recently 
in a biopsy in such a case I found a curious change in the coil glands, which 
appeared to be hypertrophic. The inflammatory reaction seemed to reach well 
down into the secreting element of the gland. 


Dr. GeorcE C. ANDREWS: This man came to me in October, when he was 
worse than he is today. At that time the lesions were widespread and oozing, 
and he was in a miserable condition. He had been in Florida and knew the eruption 
would clear up if he went there again. He said that the eruption came in cycles. 
He is unmarried and worries a great deal. He is in the textile business. I have 
talked with his employer. There is not much doubt in my mind that this is a 
case of chronic discoid and lichenoid dermatosis. Dr. Sulzberger examined him 
and agreed. It interests me that he handles textiles, because I have another 
patient, a man who is a cotton goods salesman, and I know that Dr. Sharlit had 
a patient sensitive to silk. I have performed patch tests with cotton, rayon and 
silk, and all results were negative. 


Dr. Eucene F. Traus: I should like the presenter to explain why these 
patients, particularly this one, appear to have been benefited by the warm climate. 
Does he get anything by such a change except removal from his environment? 
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Dr. Geratp F. MacHAceK: It is my impression that a number of the patients 
that Dr. Cannon sent to Texas were persons who handled textiles, and particularly 
tailors who handled dirty garments. 

Dr. Georce C. ANDREWS: My other patient was in Presbyterian Hospital 
for several months and was seen in consultation by Dr. MacKee, who agreed with 
the diagnosis of chronic discoid and lichenoid dermatosis. The eruption cleared 
up temporarily after electric shock treatments. He stayed well for about three 
weeks and then started worrying, and the eruption recurred. He went to a doctor 
in New Jersey who continued shock treatments and telephoned me that the man 
was completely cured. I said that I would like to hear from him again in about 
six months. Later he told me that the patient was again ill. There is certainly 
a large psychic element in this disease. 


Knuckle Pads. Presented by Dr. J. GARDENR HOPKINS. 


E. M., a married woman aged 40, presents thickening of the skin over the 
proximal interphalangeal joints of all fingers, but not of the thumbs or toes, 
These have gradually developed over a period of eighteen months. There have 
been no subjective sensations. The patient works as a secretary and office nurse. 
There is no history of injury or of rheumatic fever. 

The lesions form disks 10 to 15 mm. in diameter. These are firm, inelastic 
and apparently formed by thickening in the cutis or subcutis without notable 
epidermal change. 

Roentgen examination showed no changes in the bones. Biopsy showed dense 
collagen with some evidence of degeneration but no characteristics on which to 
base a diagnosis. 

DISCUSSION 

Dr. Frank C. Comses: The only treatment I know of is protective—the 
lesions should be covered with elastoplast for several months. Knuckle pads do 
not respond well to irradiation. 

Dr. Maurice J. CostELLo: This woman has knuckle pads on the second, 
third and fourth fingers, but none on the thumb. I think that if her household 
activities were carefully studied one could find the cause. 

Dr. Howarp Fox: I agree with the diagnosis, but I do not know of any 
treatment that cures the disease. We talk the problem over perennially and get 
nowhere, except that we agree that none of us has ever seen a case in which it 
could be proved that trauma was causative. 

Dr. Ray H. Rutison: Some patients have Dupuytren’s contracture, which is 
apparently not a part of the picture and yet it does occur later in some cases. 

Dr. Georce M. Lewis: In a patient with a rather typical lesion temporary 
improvement was obtained by the use of moleskin adhesive plaster, continuously 
applied, as first advocated by Kest. Moleskin seems more effective than ordinary 
adhesive plaster. 


A Case for Diagnosis (Pemphigus Vulgaris? Dermatitis Factitia?) Pre- 
sented by Dr. GrorcE C. ANDREWS. 


A Case for Diagnosis (Dermatophytosis? Pustular Psoriasis? Bacterid?). 
Presented by Dr. EuGENE F. Travus. 
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A Case for Diagnosis (Lichen Planus Pilaris? Parapsoriasis? Premycotic 
Stage of Mycosis Fungoides?). Presented by Dr. Maurice J. CosTELto. 


Eosinophilic Granuloma of Pituitary Gland, Lungs, Bones of the Skull, 
and Skin. Presented by Dr. Grorce M. Lewis. 


M. T., a woman aged 33, is presented from New York Hospital. She was 
well until ten years ago, at which time she had severe polydipsia, polyuria, 
amenorrhea and loss of libido, clinically typical of diabetes insipidus. Roentgen 
studies disclosed a normal sella turcica, but there were multiple rounded areas of 
destruction in the occipital and parietal bones, compatible with the diagnosis of 
eosinophilic granuloma of bone. Similar lesions were demonstrated in the frontal 
region three years later. At this time a necrotic area was found in the mandible, 
and on section it was found to be typical of eosinophilic granuloma of bone with 
“fairly dense connective tissue which was diffusely infiltrated by myelocytes of 
various forms and a great number of eosinophils.” Four years after first observa- 
tion, roentgen therapy, in a dosage of 400 r, was given to the osseous lesions of 
the skull and resulted in their complete involution. There was no improvement 
in the diabetes insipidus following roentgen therapy, and symptoms, partially con- 
trolled by pitressin® (a preparation of the pressor principle of the posterior lobe 
of the hypophysis), have persisted to date. 

Granulomatous vulvar lesions were first noted four years after the onset of 
the disease. These have gradually become more pronounced and extensive to 
date, six years later. Eighteen months ago burning and redness were noted in 
the axillas and have been followed by the gradual development of granulomatous 
lesions similar to those on the vulva. During the past four months low grade 
paronychial lesions and gradual destructive changes in the finger nails and toe 
nails have occurred. 


The axillas, vulvar region, perineum and adjacent aspects of the thighs are 
the seat of an extensive, moist, hypertrophic and vegetating granulomatous process. 
The paronychial tissues are reddened and exude purulent material. The nail 
substance has largely disappeared. Chronic gingival lesions, now cleared, have 
resulted in the gradual loss of all the teeth. 

Repeated blood cell counts have revealed slight secondary anemia and incon- 
stant, moderate leukocytosis. Eosinophilia has never been detected. Sternal marrow 
study was within normal limits. Results of serologic tests of the blood were 
negative on several occasions. Total protein was 8 Gm.; the albumin-globulin 
ratio was 4.9 to 3.1; cholesterol values were normal. Cultures from the granu- 
lomatous lesions have revealed hemolytic Staphylococcus aureus and Staphylococcus 
albus, nonhemolytic streptococci and a gram-negative bacillus resembling Bacillus 
Ducreyi. Results of examination of curetted tissue for Donovan bodies were nega- 
tive. The reaction to the Frei test was negative. Routine roentgen examination 
of the chest eight months ago showed a diffuse generalized eosinophilic infiltration 
in both lungs. Results of examinations of the stool for ova and parasites have 
been negative on two occasions. 

A section taken from granulomatous lesions showed numerous large mono- 
nuclear cells, plasma cells and eosinophils, the latter occurring both perivascularly 
and diffusely through the section. Moreover, eosinophilic granules were noted 
lying free in the tissue. The blood vessels were the seat of extensive endarteritis. 

While the eosinophilic granulomas of bone disappeared after roentgen therapy, 
there has been no improvement in the diabetes insipidus to date. The patient has 
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gained 25 pounds (11 Kg.) in the past ten years. The cutaneous lesions have 
shown gradual improvement following various types of local therapy and the 
administration of roentgen rays. 

DISCUSSION 


Dr. Geratp F. MacHacek: I do not wish to take issue with the diagnosis, 
but there are indications here of what might be called multiple myeloma. From a 
section of the skin, and taking into consideration that the blood cell count was 
within normal limits, I think that the changes suggest aleukemic leukemia, from 
the many monocytic cells within the vascular lumens. 

Dr. Maurice J. Costetto: I think that Dr. Lewis, about three years ago, 
presented a case of eosinophilic granuloma confined entirely to the skin, with a 
large tumor mass on the back. 


Dr. Georce M. Lewis: This case is almost unique in that there is authenti- 
cated involvement of bones, lungs and skin. It is interesting that roentgen therapy 
is rapidly successful in curing the bone disease and apparently in curing the lung 
disease. Roentgen therapy has also helped the cutaneous lesions in this patient. 
The essential histologic changes appear in the blood vessels, which at first show 
swollen endothelial cells with progressive endarteritis with narrowing of the lumen. 
The infiltrate at first is focal but later diffuse through the tissues. The infiltrate 
also changes from a polymorphous type to one predominantly eosinophilic. 


Solid Edema of the Face and Neck Occurring in the Course of Infectious 
Eczematoid Dermatitis. Presented by Dr. Maurice J. CosTELLo. 


Eugene F. Traub, M.D., President 


George M. Lewis, M.D., Secretary 
Jan. 28, 1947 


A Case for Diagnosis (Melanoma?). Presented by Dr. Paut E. BEcHET. 


V. P., a woman aged 53, stated that sixteen years ago she noticed a small 
tumor on her right cheek which increased considerably in size within a year. 
It was removed but in what manner she does not remember. Two years later it 
recurred, and in the past thirteen years no attempt has been made to treat it. 
In the past year the patient states that the lesion has increased in extent. On 
inspection, she presents a dark red patch about 50 mm. in diameter, with a 
distinct, elevated and indurated border and in its upper part a black, sharply 
outlined, somewhat raised, rounded area about 30 mm. in diameter. The patient 
states that the melanotic features have been present for six years. Her health 
is good, and there is no evidence of metastasis anywhere. There are no similar 
lesions elsewhere on her body. 


DISCUSSION 





Dr. Joun C. GRAHAM: I would have a plastic surgeon remove the lesion, 
which is commencing to show malignant changes. It is undoubtedly melanotic, 
and I think it should be widely removed and a graft set in. 


Dr. Maurice J. Costetto: As the lesion has been present for sixteen years, 
I would be inclined to do nothing radical. It may last another sixteen years. 
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I have had at least half a dozen patients in my practice for whom the diagnosis 
of malignant melanoma was made and confirmed by histologic study who have 
done well. One has survived six years, a second nine years and a third ten years. 

Dr. GeorceE C. ANpREws: I have seen superficial lesions of this character 
which continue for a long time. However, I believe that the histologic diagnosis 
would be melanoma. 


Dr. Georce M. Lewis: If melanoma is seriously considered here, trans- 
illumination is a valuable method to demonstrate the extent of the lesion. It is 
my impression that the lesion is a pigmented basal cell epithelioma or possibly 
a pigmented nevus and not a melanoma. 


Dr. Paut E. Becuet: I greatly appreciate the discussion because of the 
involved therapeutic problem. The fact that the lesion has been continuously 
present for thirteen years, with increase in size only in the past year, does in my 
opinion prove the presence of a low grade or transitional type of malignant 
process. The patient denies the existence of any lesion on her cheek prior to 
the present one, so that it apparently occurred d’emblée sixteen years ago. The 
opinions expressed in the discussion are somewhat divided as to whether or not 
one should intervene. I shall take them carefully under consideration before 
making a decision, but my impression is that we are dealing with a malignant 
lesion which, though present for sixteen years with no apparent metastasis or 
much increase in size, remains potentially dangerous and that it would be better 
to excise it widely and subject the tissue to microscopic examination than to 
leave it severely alone, with possible fatal results in the future. 


Necrobiosis Lipoidica (Without Diabetes). Presented by Dr. Grorce M. 
LewIs. 


Leukoplakia of Buccal Mucosa (Excellent Result from Treatment with 
Electrodesiccation). Presented by Dr. A. BENSON CANNON. 


Tuberculoid Leprosy. Presented by Dr. Maurice J. COSTELLO. 


E. P., a boy aged 5, from Willard Parker Hospital, was born in Puerto Rico. 
His father died of pulmonary disease, and his mother is in a leprosarium in 
Puerto Rico. She has had the disease at least seven years. The boy was brought 
to New York by plane via Miami on June 23, 1946. He had about a dozen 
somewhat hyperpigmented, sharply circumscribed, dime to quarter-sized lesions 
with a thin, raised border. These lesions are anesthetic to cold, heat, touch and 
the prick of a pin. The ulnar nerves are enlarged, and the greater auricular nerve 
can be palpated. 

The Wassermann reaction of the blood was negative, as were the reactions 
to the Kline diagnostic and Kline exclusion tests. Nasal scrapings were sterile. 
Biopsy of one of the lesions showed the corium in the center of the section 
to be granulomatous, consisting of pale mononuclear cells, some with foamy 
cytoplasm, and a small number of lymphocytes. Occasional fibroblasts were 
present in the periphery of the lesion. The character of the granuloma was 
identical with the leprous lesions from our material at the hospital, but no acid-fast 
bacilli were found in the section with Fite stain (Dr. Vero Dolgopol). 
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Dr. Jackson claimed that she isolated gram-positive, non-acid-fast forms from 
the cutaneous lesions. It is interesting to note that this patient, though exposed 
to acute contagious diseases while at the hospital, did not become infected with 
any of them. 

DISCUSSION 

Dr. GERALD F. Macuacek: I saw the child several months ago and suggested 
treatment with streptomycin with hesitation, as this is a “benign” form of leprosy. 

Dr. FREDERICK REIss (by invitation): I believe this case is one of typical 
minor tuberculoid leprosy. 

Dr. A. BENson CANNON: I suggest that the patient be treated with diasone® 
by mouth, beginning with small doses and gradually increasing the dosage. Dr. 
Faget reports excellent results in the treatment of leprosy with that drug and 
states that it is less toxic than other preparations. He states that the patient 
must take the medicine for six months or longer before improvement can be 
noticed. 

Dr. Maurice J. Costetto: I have tried streptomycin in cases of this disease, 
without the slightest benefit. 


Granuloma Inguinale of the Mouth and Genitalia. Presented by Dr. 
A. BENSON CANNON. 


E. S., a Puerto Rican woman aged 26 who has been in the United States 
for six years, was admitted to the City Hospital on Jan. 9, 1947, complaining of 
sores in the mucous membranes of the mouth, lips and anal-genital region of 
twelve months’ duration. The patient has been separated from her husband for 
five years. She has never been pregnant. The past and family histories are 
essentially noncontributory. 

The present disease began with a small ulcer near the anus twelve months 
ago, which gradually increased in size, spreading around the anus and the crotch 
to the front and involving the inguinal regions and the vulva with an extensive 
ulceration which is painful on motion. 


NotEe.—Donovan bodies were subsequently found in the oral lesions and also 
in the genitocrural ulcer. The patient was given three small blood transfusions 
of 250 cc. each and an injection of fuadin® every day. The improvement has been 
spectacular. There was immediate relief from pain, so that the patient eats well, 
can walk and has gained 20 pounds (9.1 kg.) in weight. On February 24 most of 
the oral lesions were gone and those in the groin were noticeably better. Of the 
last 65 patients with granuloma inguinale admitted to hospitals, this is the second 
to have lesions of the oral cavity. 


Fox-Fordyce Disease. Alopecia Areata. Presented by Dr. Grorce C. ANDREWS. 


R. M. W., a Negro woman aged 20, single, is presented from the Vanderbilt 
Clinic. She was first seen in October 1946, with a pruritic eruption of one 
year’s duration, which had appeared after taking injections from her private 
physician to “stimulate hair growth.” Episodes of partial loss of hair had recurred 
over a period of ten years. The eruption began in the axillas and had spread 
to involve other areas. There has been no exacerbation at the time of the 
menses, which have been regular until the past month, when a mild metrorrhagia 
occurred. 
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There are many areas of alopecia in the occipital region of the scalp. An 
eruption consisting of discrete conical papules is present over the lower mandibular 
region and on the sides of the neck, axillas, breasts and periumbilical, pubic 
and perianal regions. Secondary lichenification is present. 

Histologic examination of tissue from between the breasts was consistent 
with a diagnosis of Fox-Fordyce disease. A second biopsy has recently been 
made of material taken from the side of the neck, but the results have not yet 
been reported. 

Treatment has consisted of antipruritic agents locally, and administration of 
roentgen rays, which gave only temporary relief. Pyribenzamine® and benadryl® 
have been given since Dec. 16, 1946, and the patient has experienced considerable 
relief since the dosage has been increased to 100 mg. of pyribenzamine® three 
times daily with 100 mg. of benadryl® at bedtime. 


DISCUSSION 


Dr. A. BENSON CANNON: This patient was presented at the Vanderbilt 
Clinic conference, and the consensus of the group was that while the eruption 
might be that of Fox-Fordyce disease it was certainly most atypical . While the 
lesions in the axillas did simulate Fox-Fordyce disease, there was so much 
lichenification of the skin and the eruption was so widespread on the neck, 
chest and abdomen, where no apocrine glands are supposed to exist, that one 
should suspect an additional dermatitis probably caused by treatment. I think 
that benadryl® is most beneficial in relieving highly nervous patients, and especially 
those with pruritus, but I doubt whether it has any desensitizing effect in allergic 
states. There is an increasing number of reports of unfavorable reactions and 
even addiction to benadryl,® so that one should be cautious in prescribing it, 
especially over long periods. 

Dr. GeorceE M. Lewis: I should like to suggest the diagnosis of alopecia 
marginalis. 

Dr. Maurice J. Costetto: We see Negro women at Bellevue Hospital rather 
frequently who have this condition. I think it is traumatic marginal alopecia. 
They put up their hair at night in tight crimpers. I have seen it in white women 
also who fix their hair in a similar manner and dress it in the so-called up-sweep 
fashion. 

Dr. GeraLtD F. Macuacek: I am of the opinion that it is Fox-Fordyce 
disease. The material taken for the second biopsy did not go deep enough to 
include the acini of the gland, but most of the pathologic change is around the 
outlets. The first biopsy showed an apocrine gland and the neurodermatitic 
changes which I would not expect in Fox-Fordyce disease. 


Bowen’s Disease (Two Large Lesions, One on the Shoulder and the 
Other on the Leg). Presented by Dr. Maurice J. CosTeELto. 


ALSO PRESENTED 
A Case for Diagnosis (Tuberculosis?). Presented by Dr. EucEne F. Travus. 


Lymphocytoma. Presented by Dr. Georce C. ANDREWS. 
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Psoriasis and Pustular Psoriasis. Presented by Dr. Grorce M. Lewis. 


A Case for Diagnosis (Hypostatic Eczema? Purpura? Kaposi’s Sar- 
coma?). Presented by Dr. Maurice J. CosTELto. 


Tinea Capitis in a 16 Year Old Girl (Previously Presented at the Man- 
hattan Dermatologic Society Oct. 8, 1946). Presented by Dr. ANTHONY 
C. CrpoLiaro. 


Scleroderma, Generalized. Presented by Dr. EucENe F. Trauvs. 


Psoriasis. Toxic Eruption Secondary to Dermatophytosis. Blue Nevus. 
Presented by Dr. EuGENE F. Travs. 


Kaposi’s Sarcoma Resembling Granuloma Pyogenicum. Presented by Dr. 
AntTHoNy C. CIPOLLARO. 


Tertiary Syphilis. Presented by Dr. Maurice J. COosTELLo. 


Eugene F. Traub, M.D., President 


George M. Lewis, M.D., Secretary 
Feb. 25, 1947 











Ulcer (Postdesiccative, Left Thumb). Xeroderma. Acarophobia. 
Neurotic Excoriations. Presented by Dr. Georce M. Lewis. 














































A Case for Diagnosis (Behcet’s Syndrome? Pemphigus? Leukemia 


Cutis?). Presented by Dr. Eucene F. Traus. 


I. M., a man aged 52, has been previously presented. He was first seen at 
the Skin Clinic of the New York Post-Graduate Hospital in 1930 when on 
otolaryngologic examination bullous lesions were discovered on his palate. About 
the same time the patient noticed a sensation of stiffness of the upper lip. He 
then reported to my office, where he has since been a private patient. 

On Aug. 7, 1931, the patient presented an ulcerative lesion on the roof of the 
mouth, of long duration, which finally healed after wide endotherm removal. In 
1932, erythematous, scaly lesions appeared on the upper lip and in both nasolabial 
folds. Tonsillectomy was performed. Apart from the period 1932-1934, during 
which time the patient was entirely free of lesions, there was a continuous appear- 
ance of lesions in the mouth and buccal mucosa, as well as on the mucosa of the 
hard and soft palate, together with erythematous, scaly, psoriasiform lesions on 
the lips, nasolabial folds, eyebrows and penis. 

On the buccal mucosa at present there are several rounded, denuded areas 
about 1 to 1.5 cm: in diameter. The uvula is thickened and shows small ulcera- 
tions. There are ill defined, confluent, polycyclically outlined ulcerations on the 
eyebrows, lips and glans penis, with flat, necrotic, scaling, moderately infiltrated, 
erythematous lesions. The region around the chin is diffusely involved by a 
brown-red, scaly, infiltrated erythema. 

Results of urinalysis and -Wassermann tests of the blood on many occasions 
have been negative, as were smears for Vincent’s organisms and cultures for 
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Monilia. Results of roentgen examination of the chest, gallbladder and gastro- 
intestinal tract were essentially normal except for a suggestion of periduodenitis 
and colonic hypermotility with general irritability and spasm. The result of 
cystoscopic examination was negative for infection or tumor. The results of 
Pels’ tests on three occasions were positive. 

Ophthalmologic examination has shown chronic blepharokeratoconjunctivitis of 
unknown cause, which has recurred about every three months. Topical application 
of penicillin has produced only temporary improvement. 

Blood cell counts have shown leukocytosis, with the count varying from 8,200 
in 1933 to 23,500 in September 1946, with lymphocytes varying from 35 to 82 
per cent. 

Treatment has included vitamins, acetarsone, and sulfonamide drugs given 
orally, with parenteral administration of neoarsphenamine, oxophenarsine hydro- 
chloride, bismuth compound, liver, eschatin® (an extract of the adrenal cortex), 
moccasin venom, autogenous mixed vaccine, penicillin and typhoid vaccine and 
autohemotherapy. His condition is essentially unchanged. 


DISCUSSION 


Dr. Howarp Fox: I think that Dr. Traub’s suggestion of Behcet’s syndrome 
is correct. The eruption involves the three favorite areas of this disease, namely, 
the mouth, eyes and genitalia. The disease has been extremely chronic, as it 
always is, and treatment has been of no permanent benefit. Dr. Traub has been 
persistent for seventeen years in trying various methods of treatment, without 
success. 


Dr. A. BENSoN Cannon: This is one of the most interesting cases I have 
seen for a long while, and I cannot offer any better suggestion than has already 
been brought forward. I would classify the case as one of lymphoblastoma. I 
believe that the location of the lesions is common in leukemia, and their infiltration, 
the deep, verrucous ulceration on the palate and the blood cell counts would cause 
me to think of leukemia rather than any other form of lymphoblastoma. I should 
suggest that another biopsy be made of the skin and one of the ulcer on the palate 
and that the blood and bone marrow be studied by a hematologist. The slowly 
progressive nature of the disease, the increased total white blood cell count and 
lymphocyte count indicate a bad prognosis. Leukemic states can last for years. 


Dr. Geratp F. MacHaceK: My conception of Behcet’s disease is that it is a 
condition which recurs and is essentially vesicular. The infiltration on the face 
makes me agree with Dr. Cannon that leukemia is certainly one of the differential 
diagnoses that must be considered. I would also suggest that the presenter check 
the history again to ascertain whether the patient is not taking phenolphthalein in 
some occult form. 


Dr. J. GARDNER Hopkins: I believe that the lesions of Behcet’s syndrome are 
ulcerations resembling aphthae. This man’s lesions on the penis have never 
ulcerated. The ulcerations described by Behcet do not extend in a serpiginous 
manner as the lesion on the palate has done in this case. Dr. Cannon’s suggestion 
that this is leukemia seems more plausible, though it is a little difficult to reconcile 
with the history that thirteen years ago he had a chronic ulceration on the cheek 
without blood changes. 


Dr. Georce C. ANDREWS: I do not think that it is Behcet’s syndrome. Iritis 
and hypopion are not present. The lesions in Behcet’s syndrome, as Dr. Hopkins 
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has said, are superficial aphthous lesions, and not large necrotizing ulcers such as 
that on the palate. None of the psoriasiform type of lesions as those on the 
penis and face occur in Behcet’s syndrome. 

Dr. Ray H. Ruttson: I agree with Dr. Andrews. 

Dr. Paut E. Becuet: Dr. Machacek speaks of sensitivity to drugs, and, in 
that connection, it is surprising to note the different forms that iododermas can 
take. They have been reported by many observers under different names, such as 
iododerma tuberosa fungoides, anthracoid iododerma and vegetating or pemphigoid 
iododerma, and the common location is on the face. The clinical picture of this 
patient’s face is not incompatible with iodism, and this possibility is of sufficient 
importance to warrant careful questioning as to whether or not iodized salt or 
iodine preparations have been taken. 

Dr. Howarp Fox: There is not the slightest tenderness, which would rule 
out an iododerma. 

Dr. Paut E. Becuet: Lesions due to the iodides may be painful, but not 
necessarily on pressure, and this is predominantly true in acne due to iodides. 

Dr. A. BENson Cannon: I had a patient with leukemia who died last year, 
a physician about 72 years old whose disease had been treated by a dermatologist 
for nineteen or twenty years as eczema. His blood cell counts had been normal, 
and the diagnosis from biopsy was lichen chronicus circumscriptus. It was not 
until some months before death that his blood picture showed the characteristics 
of leukemia with enlarged nodes, liver and spleen. In such cases it is difficult to 
tell when leukemia begins or whether that disease had been present and responsible 
for the intensely pruritic eczema all those years. I know of no disease other than 
leukemia that would give a blood picture such as is shown in Dr. Traub’s case. 


Syphilitic Glossitis. Presented by Dr. Maurice J. CosTELLo. 
Reticulum Cell Sarcoma. Presented by Dr. Frep WIsE. 


A Case for Diagnosis (Lichen Planus Annularis?). Presented by Dr. 
Maurice J. CosTELo. 


Syphilis (Chancroid? Lymphogranuloma Venereum?). Presented by Dr. 
A. Benson CANNON. 


Eugene F. Traub, M.D., President 


George M. Lewis, M.D., Secretary 
April 22, 1947 


A Case for Diagnosis (Lymphangioma? Scleredema in an Infant?). 
Presented by Dr. FreD WISE. 


B. B., a girl aged 1 year, had severe edema of the face and neck at birth, 
which was normal and spontaneous, lasting only five hours. This edema has never 
completely disappeared and is confined to the face and neck. The extent and 
severity of the swelling vary during the day. The patient may awaken with 
both eyes almost closed from the palpebral edema. The face is usually puffy, 
and there is a collar of edema about the neck. Within a few hours this puffiness 





NEW YORK DERMATOLOGICAL SOCIETY 1015 


will recede and there will be considerable improvement. However, she has never 
had what would be regarded as normal facial contours. The swelling is not a 
pitting edema of the skin but appears to have its origin in the subcutaneous tissues. 

Occasionally small hemangioma-like lesions appear on the nose only; they 
undergo involution in a few days and finally disappear without a trace. An 
occasional large hemorrhagic bulla has occurred in the region of the frenum of 
the tongue which remains a few days and finally disappears. At no time has 
this baby had fever which could be traced to the condition for which she is 
presented. The infant is otherwise normal, physically and mentally. She has been 
examined by pediatricians and dermatologists in Pittsburgh and Chicago, without 
a diagnosis being offered. The suggestion of possible deep lymphangioma was 
offered by one observer. The entity has been foreign to all those who have thus 
examined her. She is presented for diagnosis and for therapeutic suggestions. 


DISCUSSION 


Dr. Paut E. Becuet: I cannot make any valuable suggestion as to diagnosis. 
The swelling on the face suggests a chronic lymphedema without inflammation, 
but it comes and goes, which eliminates that. As Dr. Andrews said, it is 
difficult to make a diagnosis without studying the case for perhaps weeks. 

Dr. GERALD F. MacHacek: Purely on objective grounds, I should say that it is 
a lymphangiomatous process with bouts of inflammatory reaction. As to therapy, 
small doses of epinephrine might be tried. I suppose that one would be justified 
in trying penicillin or sulfanilamide to determine whether the interval between 
the bouts would be prolonged. 

Dr. Ray H. Ruttson: It would seem that the lymphatics are not completely 
obstructed, yet at times there is obstruction. Obviously the disorder is congenital, 
so that it is not an ordinary lymphedema. I should be inclined to agree with 
Dr. Machacek that it is probably a lymphangioma with some hemangioma con- 
nected with it. I do not know what the treatment should be. 

Dr. EuGene F. Traus: There seems to be no doubt that the disease is due to 
some anomaly of the lymphatic system associated with changes in the blood 
vessels. Myxedema might also be considered. This does not seem to be an 
example of myxedema, but since there may be some abnormality of the thyroid 
or possibly the thymus, some change of this type might have taken place. It must 
not be forgotten that congenital anomalies do not always occur singly, and that 
may be the case in this young patient. 

Dr. GERALD F. MacHacek: Rutin might be tried to see whether the per- 
meability of the vessels was affected. 


Hereditary Hemorrhagic Telangiectasia; Recurring Epistaxis with Mul- 
tiple Telangiectases of the Skin and Mucous Membranes (Osler’s 
Disease). Presented by Dr. Maurice J. CostTeELto. 


Dermatophytosis (Trychophyton Purpureum) Resembling Psoriasis of the 
Leg. Presented by Dr. Grorce M. Lewis. 


A Case for Diagnosis (Pseudoxanthoma Elasticum?). Presented by Dr. 
Georce C. ANDREWS. 
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DISCUSSION 

Dr. Eucene F. Traus: Clinically this is not a case of pseudoxanthoma 
elasticum, because, in addition to being more yellowish, this disease tends to run 
in transverse striations along the neck and the lesions, while slightly elevated, 
appear to be atrophic. I do not believe that the patient has poikiloderma of 
Civatte. The characteristic telangiectatic vessels, recticulated network, small 
papules and peculiar pigmentation accompanying that disease are lacking here. 
I agree that this patient has some changes which suggest either scleroderma or 
dermatomyositis, and there are some deep-seated, thickened rather than atrophic 
lesions present. The patient should be studied further. 


Psoriasis; Granuloma Annulare; Urticaria. Presented by Dr. ANTHONY C. 
CIPOLLARO. 


Atopic Eczema; Congenital Abnormalities; Vascular Nevus; Elephan- 
tiasis; Undescended Testes. Presented by Dr. EuGene F. Travus. 


Chronic Lupus Erythematosus (with Associated [?] Deafness). Presented 
by Dr. Greorce M. Lewis. 


Infected Preauricular Branchial Cysts. Presented by Dr. Maurice J. 
COSTELLO. 


T. B., a boy aged 15, has in the preauricular regions two nearly dime-sized, 
slightly elevated, red, somewhat infiltrated lesions. In the center of each is a 
tiny hole from which pus exudes on slight pressure. Above and posterior to these 
are two oval indentations measuring about 3 mm., located at the root of the helix. 
The latter are seen from time to time in persons with or without other congenital 
anomalies. They are often familial. They are the upper openings of the partially 
obliterated branchial clefts. The explanation of the sinus openings is that the 
purulent material in these cysts drains by gravity through the skin in these locations. 
The patient has been referred to an otolaryngologist for excision of the cysts. 


DISCUSSION 

Dr. Howarp Fox: I agree with the diagnosis. This infection did not go 
through the normal channel, and it caused an impetiginous patch where it broke 
through the skin. 

Dr. GerALp F. MacuaceK: Cancers are known to arise in branchial clefts. 
Oncologists place special emphasis on this observation. 

Dr. Eucene F. Traus: Injections of iodized poppyseed oil might cause 
trouble. The tract may go much further or branch off in a different direction 
than is taken by the oil, so that a false impression might be obtained. In addition, 
there are other complications from this process that render it inadvisable. 

Dr. GERALD F. MAcCHACEK: I have seen iodized poppyseed oil forced into tissue 
with the resultant formation of granulomas which look like sarcoids but are 
really similar to paraffinomas. 


Bullae of Epidermolysis Bullosa Occurring on a Vaccination Site. Pre- 
sented by Dr. Maurice J. CosTELLo. 


Mrs. S. B., aged 70, from the Bellevue Hospital outpatient department, was 
vaccinated in the left deltoid region April 14, 1947. A week later a dime-sized 
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vaccination “take” developed, surrounded by a palm-sized area of erythema and 
edema. The following day two marble-sized, thick-walled, tense bullae appeared 
on either side of the vaccination. These are diagnosed as bullae of epidermolysis 
bullosa occurring on a site of edema and erythema and probably caused by 
trauma, such as scratching. They were not secondary vaccination inoculations. 
The patient has epidermolysis bullosa of the acquired type for which she has 
been treated for some months in the clinic. Typical lesions of the disease were 
found on the nails, elbows, knees and other points of trauma. 


DISCUSSION 


Dr. Howarp Fox: The patient shows signs of epidermolysis bullosa of the 
nails. It does not seem like a spread of the vaccination or autoinoculation. The 
lesions are in a region which has been more or less traumatized, and one should 
accept the possibility that these bullae are part of her old disease. 


Dr. Pau E. BecHet: I agree with the diagnosis. The trauma involved in the 
performance of a vaccination is enough to cause an extension of lesions of 
epidermolysis bullosa, which is precipitated in any location by trauma. 


Dr. Ray H. Ruuison: I agree with the diagnosis, and I agree with Dr. Combes 
that the trauma arises not from the superficial scarification but from the virus. 
I can readily see how irritation and infiltration would precipitate lesions in a 
patient with this disease, but I have seen almost as severe reactions in persons 
without this disorder. 


Dr. Joun C. GraHAm: I do not quite agree with Dr. Combes that scratching 
could not cause the lesions. If her vaccination itches as mine does, she could get 
the blebs of epidermolysis bullosa from scratching. I think that she has trauma- 
tized it. 


Dr. Eucene F. Traus: This could well be an example of a dystrophic type 
of epidermolysis, and in that type particularly blisters will appear spontaneously and 
with the least provocation. I feel that this insult was more than adequate to cause 
such a change and agree that vaccination was responsible. 


Neurofibromatosis; Ichthyosis. Presented by Dr. Georce M. Lewis. 


Dermatitis Medicamentosa (Demerol®) ; Addisonian Pigmentation (Arsen- 
ical Keratosis and Pigmentation?). Presented by Dr. Georce M. Lewis. 


A. A., a man aged 45, a former taxicab driver, had minimal pulmonary tuber- 
culosis five years ago. Two years ago a diagnosis of Addison’s disease was 
made at the New York Hospital, and this has been treated with 6 Gm. of salt 
and 4 Gm. of desoxycorticosterone acetate daily. One year ago keratotic lesions 
on the palms and soles were first noted. Two months ago the patient had severe 
neuritic pains in the legs, for which he has been taking 50 mg. of meperidine 
hydrochloride (demerol®) daily. About three weeks ago a pruritic, burning, 
erythematous, diffuse eruption developed on the extremities and later on the trunk, 
and this eruption soon became dry and scaling. There is no obtainable history 
of arsenic ingestion. 

A diffuse, erythematous, dry, scaling eruption over the extremities and trunk 
is present. There are keratotic lesions on the palms and soles, and keratotic 
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lesions arise from the skin of the body, especially on the shoulders. Many pig- 
mented brown macules are present, especially on the back and shoulders. 

A complete blood cell count showed 4,400,000 red blood cells, 3,800 white blood 
cells and 13 Gm. hemoglobin, with 59 lymphocytes, 7 monocytes, 14 eosinophils, 
20 polymorphonuclear leukocytes (mature forms 16 and band forms 4). Blood 
sodium was 325, potassium 16.25, and cholesterol 185 mg. Results of biopsies have 
not been reported. 

DISCUSSION 

Dr. Howarp Fox: This man has a striking and profuse pigmentary eruption. 
As the pigment is in the form of small macules and not a diffuse pigmentation, 
it is certainly not typical of Addison’s disease and looks more like arsenical 
pigmentation. Arsenic, however, does not produce pigment in the mouth, whereas 
Addison’s disease does, and there is one small pigmentary patch opposite one 
of the patient’s molars. I still think that the whole picture is probably one of 
arsenical pigmentation. 

Dr. Paut E. Becuet: There is no dermatologic condition I know of that 
presents this picture of lentiginous pigmentation, particularly on the shoulder 
blades. The few patients with Addison’s disease I have seen show more diffuse 
pigment, with generalized bronzing. The patient does not have the dry skin and 
furfuraceous scaling so common in arsenical dermatoses. 

Dr. Ray H. Rutison: If this case had been presented as one of arsenical 
pigmentation and keratosis, with no history of Addison’s disease, I think that one 
would accept it without question. However, this case has been carefully studied, 
and, as I understand it, the patient has never been given arsenic and no excessive 
arsenic has so far been found. If this man has Addison’s disease I do not believe 
that it is fair to say that he must have arsenic retention and that the pigmentary 
changes are due to that, because they conceivably could be. Arsenic should not be 
part of the diagnosis until it has been demonstrated. 

Dr. Joun C. GRAHAM: Could the amount of treatment he has had affect 
his pigment? 

Dr. GERALD F. MAcHAcEK: Pigmentary changes in Addison’s disease need not 
be characteristic. I saw photographs of patients with Addison’s disease that curiously 
showed leukoderma. Dr. Potelunas tells me that the patient was admitted to the 
hospital in a crisis at one time. 


Eugene F. Traub, M.D., President 


George M. Lewis, M.D., Secretary 
May 27, 1947 


Cavernous Hemangioma (Angioma Venosum Racemosum). Presented by 
Dr. Maurice J. CosTE.to. 


Hairy Nevus of the Scalp. Presented by Dr. FreD WISE. 


A Case for Diagnosis (Parapsoriasis? Iododerma?) Presented by Dr. PavuL 
E. BEcHET. 
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Pustular Psoriasis. Presented by Dr. Grorce M. Lewis. 


H. J., a white woman aged 36, has had a recurrent pruritic vesiculopustular 
eruption on the soles for the past five years. The pruritus is worse during the 
menses. She was treated for three years with benzoic and salicylic acid (Whit- 
field’s) ointment, aluminum acetate (Burow’s) solution and ointment, boric acid 
and salicylic acid powders, naphthalan, ichthammol, crude coal tar, ammoniated 
mercury, sulfur, brilliant green, tannic acid, boric acid ointment and _ roent- 
genotherapy, with little if any improvement. 

When I first saw her, two years ago, penicillin ointment was used without 
success. Thereafter for six months she was given intravenous injections of 1 per 
cent antimony potassium tartrate, supplemented with four fractional doses of roent- 
gen rays and quinolor® ointment (a mixture of three chlorine derivatives of 
8-hydroxyquinoline in a base of equal parts of petrolatum and wool fat). This 
therapy resulted in almost complete involution of the eruption. The patient then 
used chrysarobin ointment and stannoxyl® (a combination of metallic tin and its 
oxide) tablets. There was considerable improvement for several months, with only 
a few transient vesiculopustules and mild pruritus. One year ago another exacer- 
bation occurred. Pyorrhea was treated at this time. Results of roentgen examina- 
tion of the teeth were normal. The eruption gradually subsided, and the patient 
was free of lesions until three months ago, when the present relapse began. A 
course of sulfadiazine, 4 Gm. daily for two weeks, was given and an ointment 
containing resorcinol, salicylic acid and chrysarobin was prescribed. 

An extensive vesiculopustular eruption is present on the palms and soles. The 
lesions are grouped in patches on the soles. The nasal and oral cavities are 
normal, and there are no other evident foci of infection. The result of urinalysis 
was normal, the Wassermann reaction of the blood was negative and cultures 
were negative for fungi. 

DISCUSSION 


Dr. Eucene F. Traus: I have tried antimony potassium tartrate, with the 
same results Dr. Lewis reports: temporary slight improvement followed by a 
return of the eruption. I do not believe that it is possible to determine whether 
the tonsils are actually a focus in a given case even if pus is aspirated from them. 
While it is certainly better to determine in advance that there is an infection in 
the tonsils, removing infected tonsils does not necessarily cure the eruption. In 
1 instance in which this was the case I discovered that the patient had an infection 
in his prostate which was thought to be secondary to the tonsillar infection. 
Improvement followed prostatic massage. 


Dr. Georce M. MacKee: According to histologic work that has been done 
recently, these conditions can be divided into two varieties: One is psoriasis 
histologically, and the other is not. Differentiation may make a therapeutic differ- 
ence. What was said about antimony potassium tartrate therapy is true about 
every possible treatment for this disease. Everything tried has been successful 
only temporarily, except perhaps removal of foci of infection. In spite of the fact 
that there is no cure, the majority of patients eventually recover. 


Dr. Howarp Fox: I agree with the presenter that it is proper to tell the 
patient, as Dr. Andrews does, that it is not certain that he will get well after 
tonsillectomy, regardless of what organism is found on aspiration. I should cer- 
tainly suggest that this patient have her tonsils removed. 
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Psoriasis Following Smallpox Vaccination in a Seven Year Old Boy. 
Presented by Dr. Georce M. LEwis. 





A Case for Diagnosis (Ulcus Vulvae Acutum of Lipschutz?) Presented 
by Dr. ANTHONY C. CIPOLLARO. 


T. L., a woman aged 35, first consulted me on Nov. 15, 1946, because of 
recurrent ulcerative vulvar and oral lesions of eighteen months’ duration. The 
lesions began as small blisters and soon ulcerated. The patient has used a number 
of remedies, but the lesions have continued to recur. A month before consulting 
me the patient went to the Lahey Clinic for a complete medical check-up. Her 
general physical examination was entirely normal except for slight obesity and 
the lesions of the mucous membranes of the mouth and vulva. The result of the 
, Hinton test was negative, and all laboratory studies gave normal results. A smear 
from the vagina contained a moderate number of gram-negative bacilli, a few 
gram-positive bacilli and extracellular gram-negative diplococci. No intracellular 
gram-negative diplococci were seen. Smears from the mouth showed a moderate 
number of fusiform bacilli and gram-negative bacilli. There were also a few gram- 
negative diplococci. A positive diagnosis was not made, but the following diag- 
noses were considered: Vincent’s angina, aphthous stomatitis, Behcet’s triple 
symptom complex, erythema multiforme, dermatitis herpetiformis and pemphigus. 


When I first saw the patient she had discrete pinhead-sized to pea-sized, deep, 
ulcerative lesions on the mucous membrane of the labia minora and some in the 
posterior part of the fourchet. The mucous membrane surrounding and underlying 

' the lesions was painful, red and somewhat edematous. A few ulcerative lesions, 
much smaller and less severe, were seen in the mouth, and the gums appeared to 
be inflamed. The tongue and the roof and floor of the mouth were essentially 
normal. On clinical grounds the diagnosis of ulcus vulvae acutum was made. There 
was no biopsy. 

The patient was treated with antiseptic solution, penicillin ointment and acetar- 
sone and showed quick response. There has been a recent exacerbation of the 
gums, and the patient was given vitamin C and riboflavin. 


She is presented for diagnosis and for suggestions regarding therapy. 


DISCUSSION 
















Dr. A. Benson CANNON: I suspect that the case is one of pemphigus. 
P Pemphigus sometimes remains limited to the mucous membranes for many months, 

and it is difficult to diagnose before it becomes generalized. For example, a patient 

was admitted to the Vanderbilt Clinic several months ago with a severe, widespread, 

bullous eruption, conjunctivitis and lesions in the mouth and pharynx and on the 
‘ labia, and a diagnosis of bullous erythema multiforme of the Stevens-Johnson type 
: was made. She now has typical pemphigus vulgaris with vegetating lesions. 
Dr. Cipollaro’s patient is similar to the one I presented this afternoon. The 
lack of pain and the number of lesions are against the diagnosis of ulcus vulvae 
acutum. 





Dr. Frep Wise: It is difficult to make a definite diagnosis in cases of this 
kind, unless one has the opportunity of keeping the patient under observation for 
a long time. Patients with a diagnosis of ulcus vulvae acutum sometimes have 


le 


1is 
or 
ve 








NEW YORK DERMATOLOGICAL SOCIETY 1021 


remissions and exacerbations over a period of several years, and the condition 
is resistant to therapy. 


Dr. Eucene F. Traus: Does the patient take aminopyrine? 


Dr. ANTHONY C. CrpottaRo: She does not take any medicine. A culture 
for Monilia was made at the Lahey clinic, and it was negative. I considered 
pemphigus, as did some of the men at the Lahey Clinic, but thus far she has 
had no more manifestations than she showed tonight. I shall have to observe her 
further. 


Multiple Vaccination of the Face (from Barber Shop?). Presented by 
Dr. Eucene F. TRAv.B 


G. R., a man aged 68, was first seen May 7, 1947, complaining of an eruption 
of eight days’ duration. He had not been vaccinated but had been shaved by a 
barber twice weekly prior to the appearance of the eruption. It was not deter- 
mined whether the barber had been vaccinated or whether he had had recent 
contacts which might have resulted in the vaccination of the patient. An adult son 
had been vaccinated but lived separately from the father, and little or no contact 
had occurred between them preceding the infection. The probability is strong 
that the vaccination occurred in the barber shop. 

The patient’s appearance was striking, as all lesions were located in the bearded 
area. There were at least thirteen lesions, but several on the right side of the 
chin had become confluent, so that there was now one huge, inflamed and necrotic 
mass. Most of the other lesions had remained discrete and were present on the 
left side of the chin and on both cheeks. All had the appearance of strong vac- 
cination “takes,” and consisted of inflamed bases with pustular and necrotic centers. 
Some were slightly crusted. Healing was uneventful, and most of the lesions, 
including even the large confluent one, had disappeared completely in ten to fourteen 
days. Deep scarring marks the site of the confluent area, but the remaining lesions 
have left only superficial redness, which may disappear entirely. 


DISCUSSION 


Dr. Howarp Fox: I think that it is possible that the patient acquired the 
vaccinia in the barber shop. A number of years ago I was lecturing at New York 
University on eczema and mentioned that one of the dangerous sequelae was 
vaccinia, saying that no child with eczema should be vaccinated. While lecturing 
I got a note from the pediatric department asking me to come to Bellevue Hospital 
to see a child. The child was a 2 year old Negro with typical lesions of vaccinia 
on a large part of the body, which he had contracted from an older sister who had 
recently been vaccinated. He died in about six days. 

Dr. AntHoNny C. Crpottaro: The thought came to me that these sequelae 
might be prevented by covering vaccinations. Patients rub and scratch and reinocu- 
late, and for this reason I have covered vaccinations in members of my family and 
in my own case. I think that it prevents this sort of accidental vaccinia. 

Dr. Eucene F. Traus: I thought that I had fairly well excluded all sources 
of inoculation but the barber shop. The only other member of the family who had 
been vaccinated was an adult son, who did not use the same bathroom as his father. 


Sarcoidosis in a Negro Woman Aged 33 Years. Presented by Dr. A. BENSON 
CANNON. 
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A Case for Diagnosis (Lichen Planus? Lupus Erythematosus?). Pre- 
sented by Dr. Maurice J. COSTELLO. 


Hereditary Hemorrhagic Telangiectasia with Hemangioma. Presented by 
Dr. Joun N. GRAHAM. 


A Case for Diagnosis (Lichen Planus Hypertrophicus? Amyloidosis?), 
Presented by Dr. ANTHONY C. CIPOLLARO. 


Psoriasis: Exacerbation Following Vaccination. Presented by Dr. Grorce 
M. Lewis. 


B. O., a woman aged 23 from New York Hospital, has had psoriasis since 
the age of 6, limited to the elbows, scalp and sacral region, with mild exacerbations 
and remissions. Five weeks ago she was vaccinated, and three days later numerous 
small psoriasiform lesions developed on the trunk, face, neck and extremities. A 
confluent nummular patch of psoriasiform lesions appeared at the vaccination site, 
and the long-standing patches on the elbows and scalp became larger. One sister 
also has psoriasis. 

There are numerous dime-sized to quarter-sized erythematous scales distributed 
over the face, neck, trunk and extremities. The vaccination area shows a dollar- 
sized psoriasiform patch. The Mazzini reaction of the blood was negative. The 
results of biopsy were compatible with acute psoriasis. 


DISCUSSION 


Dr. Georce M. Lewis: This is the third patient we have seen with an acute 
attack of psoriasis developing immediately after vaccination. Since the cause of 
psoriasis is not known, one could consider that in some way the virus infection 
had had a specific effect on the disease. 


Lichenoid Miliary Sarcoid. Presented by Dr. Maurice J. CostTELto. 


A Case for Diagnosis (Pemphigus?). Presented by Dr. A. BENSON CANNON. 


Vaccinia, Generalized, Following Vaccination for Smallpox. Presented by 
Dr. A. BENSON CANNON. 


Leprosy, Lepromatous Type, with Tufted Destruction of the Tips of the 
Terminal Phalanges. Presented by Dr. Maurice J. COSTELLO. 


B. O., a man aged 20, a Puerto Rican, is presented from Willard Parker 
Hospital, to which he was transferred from Harlem Hospital. He had sought 
attention at the latter institution on March 13, 1947, because of pain in the right 
groin, severe nausea and vomiting. Intestinal obstruction was considered on 
admission, but the gastrointestinal symptoms subsided with conservative treatment. 

While the patient was in Harlem Hospital, a cutaneous eruption was _ noted, 
although his skin was reported to have been clear on admission. He had noted 
scaling of the feet in October 1946. No one in the family has a similar eruption 
and there has been no known contact with leprosy. The patient has been in the 
United States for about eight months. 
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Biopsy at Harlem Hospital showed cutaneous nodular leprosy. 


Roentgen examinations at Willard Parker Hospital showed destruction of the 
tufted ends of all terminal phalanges of the fingers and toes. There was 
periostitis of the proximal phalanges of all four fingers of the right hand. 


Results of roentgenographic examination of the chest were normal, ruling out 
sarcoid. The Kline reaction of the blood was 4 plus, and the Mazzini reaction 
was negative. Determinations of the chemical content of the blood showed a 
reversal of the albumin-globulin ratio, the albumin being 2 Gm. and the globulin 
6Gm. A blood cell count revealed 4,260,000 red blood cells and 11,500 white blood 
cells, with 65 per cent polymorphonuclear leukocytes, 24 per cent lymphocytes, 7 per 
cent eosinophils and 3 per cent large mononuclear cells. The urine was repeatedly 
normal. A nasal smear showed lepra bacilli. 


DISCUSSION 


Dr. Howarp Fox: The man who made the original diagnosis, probably 
Dr. Irgang at Harlem Hospital, is entitled to much credit. The patient comes 
from a country where leprosy is endemic, but one must examine him carefully 
to discover any changes. The ulnar nerves are unquestionably enlarged all the 
way to the axillas, and one may press on them hard without causing any pain, 
which is much in favor of leprosy. There are nodules on the ear and some 
enlargement of the great auricular nerve, although there is no anesthesia. In a 
recent article Arnold expressed the belief that examination of the nasal smear for 
lepra bacilli is of little diagnostic help. It is not the best way to prove a diagnosis 
of leprosy. The radiologic changes in the phalanges in this case are significant. 


George M. Lewis, M.D., President 


John C. Graham, M.D., Secretary 
Noy. 25, 1947 


Lichen Planus Limited to the Oral Mucosa. Presented by Dr. Grorce M. 
LEwIs. 


E. S., an American lawyer aged 43, discovered an asymptomatic white lesion 
on his tongue eleven months ago. Six months later he saw his physician and then 
an oncologist, both of whom made a diagnosis of leukoplakia. 

The patient smoked two pipes and fifteen cigarets daily, used magnesia magma 
as a mouthwash and a magnesia magma tooth paste. He took a “vitamin pill” 
daily and a “sleeping pill” every two weeks. In June 1947, when I first saw him, 
there was a bluish white lesion on the dorsum of the tongue about 2 by 1 cm. 
in extent; an area similar in appearance was present inside the cheek opposite the 
lower right molars. A circinate lesion was found’near the oral commissure on 
the buccal mucosa of the left cheek. 

The patient has not smoked since June. He is using a bland mouthwash. 
Partial involution of the lingual lesion has occurred, but those on the buccal 
mucosa have remained unchanged. 

DISCUSSION 


Dr. Howarp Fox: It is sometimes difficult to differentiate between leuko- 
plakia and lichen planus, but as Dr. Combes said, leukoplakia tends to be thickened 
and rough and even verrucous, which lichen planus does not. Without biopsy, 
it is difficult to tell in some cases. I think that this patient probably has lichen 
planus. 
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Dr. Antuony C. CrpoLLaro: I agree with the presenting diagnosis. I think 
that too often patients with leukoplakia are given a serious prognosis. Carcinoma 
does develop in patches of leukoplakia, but it is of rather infrequent occurrence, 
and people interested in the cancer problem lead us to believe there must be a 
definite sequence from leukoplakia into cancer, which I think is erroneous. [ 
recently saw a physician with extensive lichen planus all over the body, with 
extensive lesions on the buccal mucosa, including the border of the lip, and on 
the vocal cords, causing him to be hoarse. They could be seen distinctly with 
the laryngeal mirror. I have never seen or read of lesions of lichen planus on the 
vocal cords. 

Dr. GeorcE C. ANDREWS: I think that fear of leukoplakia is well warranted 
by the fact that often when it does become cancerous the lesion is extremely serious 
and by the fact that one never knows in a case of leukoplakia whether cancer 
cells are present or not. One may take a biopsy specimen from one portion of the 
leukoplakia and histologically find only leukoplakia: and then cut some more 
sections and find cancer. So it is a serious disease, and I believe that lichen 
planus of the mouth is also a serious disease, especially if it lasts over some time. 
I have had 2 patients with lichen planus of the buccal mucosa in whom cancer 
of the buccal mucosa developed after the lesions had been present for twenty 
years. It is certainly a precancerous disease. I do not think that the fact that 
this man has lichen planus means that he has nothing to worry about. The 
patient should be treated and should be watched, told to stop smoking and given 
vitamin B complex and whatever other therapy may be available. 

Dr. JoHN C. GRAHAM: I agree with the diagnosis. It seems to me that the 
lesion on the tongue was rather typical of a healing lichen planus. 

Dr. Howarp Fox: I had occasion to write up a series of 10 cases of lichen 
planus confined to the mouth. One of the patients, a man whom Dr. Udo Wile 
had seen, was a great smoker and for eight years had had attacks of lichen planus 
that flared up after smoking; when he stopped smoking the eruption quieted down. 


Dr. GeorcE M. Lewis: I believe, as Dr. Andrews does, that a patient with 
lichen planus of the buccal mucosa should stop smoking, and the patient was so 
advised. He was given a bland mouthwash but no other treatment because my 
results have been rather poor in treating lichen planus of the buccal mucosa. 


Edema Due to Hypoproteinemia. Presented by Dr. Frank C. ComBEs. 


D. E., a white girl aged 16, was admitted to Bellevue Hospital complaining of 
long-standing swelling of both legs. It was noted a few days after birth, but it 
was not known whether it was confined to the legs. The patient states that the 
swelling disappeared spontaneously from the age of 2 years until she was 8. 
When at the age of 9 or 10 years the swelling recurred, she entered Mount Sinai 
Hospital, where extensive studies were done and reported (Schick, B., and Green- 
baum, J. W.: Edema with Hypoproteinemia Due to Congenital Defect in Protein 
Formation [Case Report], J. Pediat. 27:241-245 [Sept.] 1945). After her dis- 
charge the swelling of the legs remained stationary with no accompanying fever, 
inflammation or tenderness. In 1946 she reentered Mount Sinai Hospital twice; 
blood plasma transfusions were given with but temporary relief; the swelling would 
go down for two days and then recur. Her most recent admission to Mount Sinai 
Hospital took place in the summer of 1947. At that time, in addition to the usual 
swelling of the extremities, there was edema of the face, back and abdomen. She 
was treated with sodium and potassium acetate, as a result of which the condition 
of all but the legs returned to normal. The edema of the legs has persisted 
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unchanged up to the present. On elevation of the feet, the edema shifts to the 
thighs and abdomen. Hematologic studies at Mount Sinai Hospital showed essen- 
tially normal conditions except for hypoproteinemia. The report of protein frac- 
tionation revealed reduction of all protein fractions, with complete absence of 
gamma globulin. 

Studies at Bellevue Hospital showed a total protein content of 5.2 Gm. with 
albumin 2.6 Gm. and globulin 2.6 Gm. The cephalin-cholesterol flocculation reaction 
was negative. On another occasion the total protein was 4.5 Gm. (albumin 3.3 Gm. 
and globulin 1.2 Gm.). 

Examination shows both thighs and legs to be indurated with a noninflamma- 
tory type of edema which pits on deep pressure. The enlargement of the left is 
the greater of the two. The skin of both legs shows slight thickening, with a little 
pigmentation and a few nodular infiltrations. There appear to be constricting 
bands around the ankles. There is slight pitting edema of the dorsa of both 
hands. The face, especially around the malar bones, seems slightly puffy. Some 
reduction of the swelling of the legs is noted on elevation. 


DISCUSSION 


Dr. GEorGE C. ANDREWS: I am pleased to have seen this case because I have 
a patient with similar swelling of the legs of unexplained cause, but a study of 
the serum proteins has never been made. It is interesting to me that this 
condition of the serum globulin exists. I did not realize that people live without 
gamma globulin. What was the interval in dates between the globulin determina- 
tions ? 

Dr. GERALD F. MacHaceK: Dr. Combes noted a discrepancy in the deter- 
minations in different institutions. 

Dr. Maurice J. CosTELLo: If one did not know the history of absence of 
serum globulin, one would almost think this patient had Milroy’s disease. She has 
lymphangiectases and fibrous nodules on the anterior tibial regions. She had her 
first attack of erysipelas of the leg while she was in the hospital. She has been 
quite free of infections of all types; I asked her whether she had ever had measles, 
and some one said her brother had the disease but the patient was given gamma 
globulin in the incubation stage and acquired measles in a mild form. 

Dr. Georce M. Lewis: Will Dr. Combes please outline the difference between 
this condition and Milroy’s disease? 

Dr. Maurice J. CostELLo: Apparently this patient’s symptoms have remained 
exactly the same through the years; so one would not expect much change in the 
globulin estimations. You will recall a case that I presented last year for Dr. 
Wise, that of the baby of a physician who presented an unusual generalized edema 
not unlike that shown by this patient. I shall advise the father regarding this 
case and suggest determinations of the gamma globulin. 


Sclerodactylia (?) Following Myocardial Infarction. Presented by Dr. 
GERALD F. MACHACEK. 


DISCUSSION 


Dr. GERALD F. MacHAcEK: I ran across an article by A. H. C. Johnson in 
the Annals of Medicine (19:433-456, 1943) reporting a series of 178 consecutive 
cases of myocardial infarction, in 21.8 per cent of which the patient evidently 
presented this type of lesion. In the same volume Kenneth C. Kehl (pp. 213-223) 
teported 6 cases of Dupuytren’s contracture in the presence of myocardial infarction. 
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This patient seems to be acquiring that condition as well. It could be explained 
on the basis of anoxemia. Going into the possibility of whether the condition was 
due to the coronary sclerosis, Johnson came to the conclusion that it probably is 
a cardiac pain reflex because of the peculiar connection between the first thoracic 
segment and the lower cervical and upper thoracic sympathetic ganglions, causing 
reflex constriction of the vessels of the hands. “Trophic” ulcers of the hands 
following coronary disease also occur. 


A Case for Diagnosis (Bullous Lupus Erythematosus?). Presented by Dr. 
MAuvRICE J. COSTELLO. 


A Case for Diagnosis (Dermatitis Medicamentosa? Mycosis Fungoides?), 
Presented by Dr. Howarp Fox. 


Epidermal Cyst on the Finger. Presented by Dr. Maurice J. CostELto. 


Dermatitis Herpetiformis and Lupus Erythematosus Occurring Consecu- 
tively and Simultaneously in a Patient Who Had Had Splenectomy 
for Purpura Hemorrhagica. Presented by Dr. Maurice J. CosTELLo. 


George M. Lewis, M.D., President 


John C. Graham, M.D., Secretary 
Dec. 16, 1947 


Acnitis. Presented by Dr. A. BENson CANNON. 


A Case for Diagnosis (Ulcus Vulvae Acutum? Triple Symptom Complex 
of Behcet?). Presented by Dr. A. BENSON CANNON. 


Chronic Lymphedema of the Face; Hypertrophic Gingivitis; Rosacea. 
Presented by Dr. ANTHONY C. CIPOLLARO. 


A. S., a woman aged 45, first noticed swelling of the upper lip, nose and right 
side of the face eleven years ago, with less involvement of the left side of the face. 
These episodes of swelling were thought to be due to some infection of the teeth, 
but multiple extractions yielded no improvement. The patient suffered an attack 
of Bell’s palsy on the right side about ten years ago, accompanied with a severe 
exacerbation of the facial swelling on the affected side, and this has continued 
more or less unabated up to the present. The condition is greatly aggravated by 
exposure to cold or dampness. 

The patient presents a nonpitting, moderately firm, edematous swelling of the 
cheeks, nose and right periorbital tissues. The right side of the face shows the 
greater involvement. In addition, there is a papular eruption of the nose and 
cheeks with moderate erythema of the affected areas. The gingivae are greatly 
swollen. 

DISCUSSION 


Dr. Ray H. Rutison: I have never seen that type of gingivitis. The patient 
said that her dentist had taken roentgenograms of those teeth and found them 
perfectly sound. I thought that the swelling of the gum was related to the 
lymphedema. 
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Dr. Howarp Fox: At first glance this swelling looked like a paraffinoma. 
It is a lymphedema of unknown origin, and I do not believe that anything can be 
done for it. 

Dr. Maurice J. Costetto: I think that this patient should be studied thor- 
oughly. A focus of infection may be found in the sinuses. During the course of 
the examination there was a constant seropurulent discharge from the nose, and 
I think temporary improvement might be obtained by the administration of sul- 
fonamides, especially sulfathiazole. I suggest a trial of streptomycin. 

Dr. A. BENSon CANNON: The lesions in this case remind me more of granu- 
loma inguinale than any other condition that I am acquainted with, and I should 
investigate the case with that diagnosis in view. I should also perform a Frei test 
and have a hematologist study her leukocytes and, perhaps, take a bone marrow 
specimen. 

Dr. GEorGE C. ANDREWS: I suspect a diagnosis of solid edema of the face. 
I was also thinking of leukemia because some of the infiltration suggests that diag- 
nosis, and hypertrophic gingivitis may occur in leukemia. 


Tinea Capitis (Microsporum Lanosum) in Mother and Son. Presented by 
Dr. ANTHONY C. CIPOLLARO. 


Syphilis (or Tuberculosis Cutis of a Buttock?). Presented by Dr. GEORGE 
C. ANDREWS. 


Balanitis Xerotica Obliterans. Presented by Dr. A. BENSON CANNON. 


N. T., a man aged 37, first consulted me on June 14, 1947, complaining of 
phimosis and preputial fissuring, which began fourteen months previously. The 
lesions began with small erosions or fissures on the frenulum praeputii penis 
which occasioned slight stinging on micturition. Healing of the erosions was 
followed by the development of a grayish white, scarlike process which gradually 
increased to form a band about the prepuce. Retraction of the prepuce has 
become increasingly difficult, and its performance causes fissures to appear. 

Examination shows a compact, well built man whose blood pressure is 128 
systolic and 90 diastolic. He has a fairly well advanced temporal thinning of the 
hair. The prepuce is long and presents numerous superficial radial fissures. 
There is a dense bandlike thickening about the circumference of the prepuce 
extending to the frenulum praeputii penis and the urinary meatus. The thickened 
areas have a dull, gray-white appearance. The urinary meatus seems narrowed. 
Much smegma is present in the preputial sac. 

The basal metabolic rate was —11.2 per cent. The Mazzini reaction of the 
blood was negative on two occasions. The blood arsenic level was 0.32 mg. per 
10 Gm. of dried blood. 

With the use of a simple protective paste the fissure of the prepuce healed 
promptly and retraction ceased to be painful though the cicatricial changes per- 
sisted. In August 1947 treatment with vitamin E (eprolin-S®) was begun in 
doses of 5 Gm. three times daily. Despite this, the tightness of the prepuce 
increased, and by October retraction could be accomplished only with the assist- 
ance of soaping and considerable traction. On October 28 treatment with 
tripelennamine hydrochloride (pyribenzamine hydrochloride®) was begun with 
200 mg. daily, increasing to 400 mg. a day. Use of vitamin E was also continued. 
After three weeks on this regimen the patient felt that he had initially shown 
some improvement but that the process was stationary at that time. 
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DISCUSSION 

Dr. Eucene F. Traus: Dr. Cannon gave this patient pyribenzamine,® and 
to the best of my knowledge it has not been used in this disease before, although 
patients with scleroderma show considerable benefit from its use. Certainly Dr. 
Cannon has helped this patient and that is to be remembered, as it is the first 
drug that has influenced this disease, as far as I know. 

Dr. Howarp Fox: I suggest circumcision and think that it would relieve the 
whole trouble. The little band is in the foreskin. 

Dr. A. BENson CANNON: I am under the impression that a number of cases 
have been reported in which this condition is said to have followed circumcision 
and that one should avoid that operation, if possible, under these conditions. This 
patient had symptoms suggestive of endocrine disturbance, such as sweating of 
the palms, rapid pulse and other emotional disturbances and a basal metabolic 
rate of —12 per cent. It was because of these symptoms that we prescribed 
diphenhydramine (benadryl®). He had had large doses of vitamin E uninter- 
ruptedly for four months without any change in his condition. 


A Case for Diagnosis (Carcinoma of the Mouth? Gumma of the Mouth?) 
Presented by Dr. ANTHONY C. CIPOLLARO. 


A Case for Diagnosis (Sarcoid?). Presented by Dr. Grorce M. Lewis. 


A Case for Diagnosis (Sarcoid? Syphilis). Presented by Dr. Maurice 
J. CosTELLo. 


Syringoma. Presented by Dr. Grorce M. Lewis. 
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A Case for Diagnosis (Thymoma). Presented by Dr. Frances A. Torrey. 
Lymphoblastoma. Presented by Dr. Frances A. Torrey. 


Lupus Erythematosus (Lichen Planus?). Presented by Dr. Hiram E. 
MILLER. 


C. F. S., a 56 year old white man, was first seen in the Dermatology Clinic 
of the University of California Hospital on Jan. 7, 1946. He gave a history of a 
reddish scaly dermatitis on the face and neck for the past seventeen or eighteen 
years and of elevated purplish nodules on the backs of the hands for about one 
year. 

The physical examination revealed no abormalities. A blood cell count and 
urine were reported normal. The Kolmer and Kahn reactions were negative. 
A fairly symmetric erythematous and scaly eruption involves the ears, nose and 
sides of the neck. Whitish retiform lesions are present on the buccal mucosae, 
and the lips showed some deformity from atrophic scarring. On the dorsa of 
the hands are groups of large, elevated, flat-topped and rounded violaceous 
papules. 

Biopsy specimens were obtained from the dorsum of the left hand and from 
the side of the neck. Studies of a section from the neck showed slight parakera- 
tosis and relative acanthosis. The granular layer was prominent, and the basal 
cell layer of the rete pegs showed some liquefaction degeneration. A fairly 
dense round cell infiltrate was present and was confined to the papillae and upper 
part of the cutis. 

The section from the dorsum of the hand showed prominent hyperkeratosis and 
an increased granular layer. There were decided acanthosis with some lique- 
faction degeneration of the basal cell layer. A moderately dense round cell 
infiltrate was present in the papillae and upper part of the cutis. 

Bismuth subsalicylate was given, 0.2 Gm. intramuscularly weekly for a total 
of sixteen injections. During this period there has been gradual regression of 
all cutaneous lesions. 

DISCUSSION 


Dr. Ervin Epstern: I had the opportunity of seeing this patient ten years 
ago in Los Angeles. At that time he had typical lupus erythematosus on the 
nose and lips and no other lesions. 

Dr. F. G. Novy Jr.: I agree with the diagnosis of lupus erythematosus. 

Dr. Rees B. Rees: I think that someone should point out the remarkable 
bandlike infiltrate in the sections from the hand and neck and the prominent 
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follicular plugging in the epidermis. There are some plasma cells in addition 
to small round cells. 

Dr. Harry J. TEMPLETON: The lesions on his hands are deep violaceous 
and are thickened. They are classic lesions of lichen planus hypertrophicus, 
There may be two conditions. 

Dr. Norman Epstern: It is of interest that biopsy specimens from the 
hands and neck in this case are much alike. Although the bandlike infiltrate in 
the upper part of the corium suggests lichen planus, the lesions on the face 
could hardly be anything but lupus erythematosus. 

Dr. ArNE E. INcEts: I agree; the sections verify that. 

Dr. Hiram E. MILter: I examined sections from this patient and made a 
diagnosis of lichen planus, but after examining the patient I feel reasonably cer- 
tain that he does not have this disease. The microscopic observation must be 
correlated with the clinical picture. The patient certainly has lupus erythemato- 
sus on the face, and the lesions on the dorsa of the hands resemble lichen planus 
but could be, and probably are, lupus erythematosus. The sections showed an 
increase in the granular layer, and the infiltrate was certainly bandlike. The 
histologic changes are compatible with the diagnosis of lupus erythematosus, and 
the clinical appearance, I think, is also that of lupus erythematosus. 


A Case for Diagnosis (Necrotic Nodules on the Face?). Presented by 

Dr. Ervin EPSTEIN. 

DISCUSSION 

Dr. G. V. Kutcuar: The diagnosis for the older woman of the 2 patients, 
I think, is factitious dermatitis, which is especially apparent from the linear scar- 
ring. The disease of the other woman might be what is called pyoderma faciale. 

Dr. Rees B. Rees: I believe that both women have neurotic excoriations. The 
case that Dr. Kulchar discussed first is interesting and classic, because of the 
patient’s elaborate description of the manipulation of her lesions. 

Dr. Mertin T.-R. Maynarp, San Jose, Calif.: I agree with the diagnosis 
of neurotic excoriations. Both women admit picking and squeezing their skin. 
The scars are typical of those produced by persistent manipulation. I tried the 
pharyngeal reflexes in each of them. Each has a rather active pharyngeal reflex. 

Dr. Ervin Epstein: The diagnosis of dermatitis factitia presupposes a 
method of producing the lesions. These lesions started subcutaneously as hard 
nodules. There is no question that the lesions have been altered mechanically, 
but I still find it difficult to believe that the lesions could be produced by any 
chemical, physical or mechanical agent. 

Dr. E. J. RincRose (by invitation): I think that these excoriations were 
produced by finger nails. I believe that one should differentiate between neurotic 
excoriations, of which the lesions in these cases are typical, and dermatitis factitia 
produced by chemical or other destructive agents. Have you not seen a primary 
lesion produced by pinching and squeezing? 

Dr. E. K. Stratton: I think that these patients can be helped by a psychiatrist 
if they wish to be helped. However, most of them are.not willing to cooperate. 
I believe that in any event they belong in the office of a psychiatrist and not in 
the office of a dermatologist. 
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Dr. Hrram E. Miter: In general, I believe that these patients will be seen 
by the psychiatrist for a visit or two, and then they will come back to the derma- 
tologist. If their delusions are well established, little can be done for them by 
the psychiatrist or the dermatologist. 

Dr. E. J. RinGRosE (by invitation): Favorable results have been achieved 
with patients with dermatitis factitia who would submit themselves to interview. 
Most of the patients, under the influence of sodium amytal® (sodium isoamylethyl- 
barbiturate) given intravenously, will admit what they have been using. 

Dr. Mertin T.-R. MayNnarp, San Jose, Calif.: One of the patients admitted 
the use of needles and pincers. Her euphoric personality fits into the diagnosis 
readily. The other one started talking about herself and her troubles immediately, 
which fits into the picture of a neurosis of the neurotic excoriation type, a typical 
picture. Nodules particularly can be produced by a traumatic agent. We all 
see children pick and squeeze their skin, but it does not result in hemorrhage 
into the areas. 

Dr. Ervin Epstein: I realize that the condition in such cases is usually 
diagnosed as dermatitis factitia, and I am willing to accept that diagnosis for 
these patients. However, I am unable to see how the primary subcutaneous 
nodules could be produced mechanically. 


A Case for Diagnosis (Bacteremia?). Presented by Dr. Frances A. Torrey. 


A Case for Diagnosis (Dermatitis Medicamentosa?) (Purpura Annularis 
Telangiectodes?). Presented by Dr. Frances M. KeEppIE. 


V. D. C., a 47 year old Portuguese woman, was first seen in the University 
of California Dermatology Clinic in March 1945, at which time a diagnosis of 
black hairy tongue was made. No cutaneous eruption was present at that time. 

On April 1, 1946, she returned to the clinic because of lesions of both legs of 
about ten months’ duration. There are numerous pigmented purpuric macules of 
various sizes and shapes. Many of these lesions show telangiectasia. The patient 
states that she had taken “sleeping pills” regularly for many years. The physical 
examination revealed no abnormalities. 

Laboratory examination revealed 4,400,000 erythrocytes, 90 per cent hemo- 
globin and 8,900 leukocytes; the differential count was normal. The sedimentation 
rate was 11 mm. in 1 hour. The capillary clotting time was 8 minutes. The 
tourniquet test at a pressure of 80 mm. of mercury for 15 minutes caused numerous 
petechiae. The prothrombin time was 80 per cent. The urine was normal. 

Microscopic sections showed increased deposition of pigment in the basal cell 
layer and occasional deposits of hemosiderin in the cutis. Extravasation of red 
blood cells and hyalinization of several vessel walls were noted. A perivascular 
infiltrate consisting of lymphocytes and polymorphonuclear leukocytes was present. 


DISCUSSION 
Dr. NORMAN EpstEIN: This case suggests Majocchi’s disease. 


Dr. Stuart Way: A diagnosis of dermatitis medicamentosa is in order, but 
not Majocchi’s disease. This case has none of the characteristics of purpura 
annularis telangiectodes in the cases that I have reported. 


Dr. Hiram E. MItrer: This is a good example of purpura, but not of purpura 
annularis telangiectodes. There is no definite annular appearance, and there are 
no telangiectases. It may. be a toxic purpura, but not Majocchi’s disease. 
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Dr. Frances M. KepprE: When the patient was first seen the lesions were 
annular and telangiectatic; now they are purpuric and diffuse. Tonight she stated 
that she had been taking “sleeping pills” for one year only. This eruption is 
certainly of not more than one year’s duration and may be a toxic reaction to 
self medication. 


Dissecting Cellulitis of the Scalp (Perifolliculitis Capitis Abscedens et 
Suffodiens). Presented by Dr. Grant Morrow. 


A Case for Diagnosis (Psoriasiform wenptiow? Lymphoblastoma?). 
Presented by Dr. FRANcES A. Torrey. 


A Case for Diagnosis (Keratosis Palmaris et Plantaris Associated with 
Carotenemia? Pityriasis Rubra Pilaris?). Presented by Dr. H. V. 
ALLINGTON. 


Hodgkin’s Disease and Cutaneous Torulosis. Presented by Dr. FRANcEs 
A. Torrey (previously presented by Dr. Torrey at the April 1945 and 
October 1945 meetings of the San Francisco Dermatological Society). 


A Case for Diagnosis (Localized Scleroderma?). Presented by Dr. Norman 
EpsTEIN and Dr. JuLes Key (by invitation). 


A Case for Diagnosis (Melanosis of Riehl?). Presented by Dr. H. V. 
ALLINGTON. 


V. G., a white woman aged 46, was seen first on April 11, 1946. She pre- 
sented a brownish pigmentation of the face, the neck, the exposed portion of the 
upper part of the chest and to a lesser degree of the arms. The skin also showed 
irregular telangiectasia and erythema and on the cheeks was shiny and glazed. The 
patient stated that this condition had been present a little over two years. 

The patient attributed this to exposure to the fumes from hot lubricating oils 
in her work for an oil company. Her work consisted in running viscosity tests 
and gaging tanks of hot oil. She had done this work for about four years. She 
stated that exposure to the fumes from the hot oil caused her skin to burn and 
sting and become “purplish pink.” After work, cool applications were required 
to quiet the burning sensation. Recently she used vinegar for relief. She had 
not done anything previously about her problem because she was anxious to hold 
her job, which she liked. She had also noticed that exposure to sunlight caused 
increased redness, burning and stinging. However, her work was indoors, and 
exposure to light was kept at a minimum. She further stated that exposure to 
the fumes of heavy oils was more irritating than to that of light oils. 

She is for the most part a vegetarian. She does not eat carrots or other carotene- 
containing foods to excess, however, and the character of her pigmentation is 
not that of carotenemia. 

I believe that this patient is one who is sensitive to the fumes from hot oils 
and that her reaction is primarily on this basis. An endocrine or dietary deficiency 
may be present and may increase the sensitivity of her skin. 


DISCUSSION 


Dr. Harry J. TEMPLETON: I saw this patient with Dr. Allington, and at 
that time there was a question of industria! liability. The patient has some 
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sort of poikiloderma. I do not know whether it is melanosis of Riehl or poikilo- 
derma of Civatte or whether it is primarily an abnormal reaction to light and to 
tar and oil. I think that Dr. Fasal is able to tell us more about melanosis of 
Riehl since he worked in the Riehl clinic, with both the elder and the younger 
Riehl. 

Dr. Paut Fasat: I think that this is a case of melanosis, but not melanosis 
of Riehl. Riehl included in his description only cases due to ingestion of toxic 
products. Those cases were seen after World War I when people used various 
food substitutes containing toxic products. I consider this disease a tar melanosis, 
but not melanosis of Riehl. 


Dr. F. G. Novy Jr.: In a generalized Berloque dermatitis there is the same 
problem of perfumes plus sunlight. This woman is probably a sensitive person 
who has been exposed to various tar products and sunlight and has reacted with 
the formation of pigment. 

Dr. Hrram E. Miter: I agree with Dr. Fasal. It is melanosis, but not 
melanosis of Riehl or poikiloderma. Dr. Templeton made the statement that he 
thought it was melanosis of Riehl or poikiloderma and that there was a question of 
industrial liability. I believe that if either of these two diagnoses were accepted, 
there would be no question about industrial responsibility. The distribution of 
lesions here is not that of melanosis of Riehl, because, as I understand it, the 
scalp is always involved in this disease. In this patient the scalp is not involved. 
The patient has no involvement around the breasts and in the axillary folds as 
is usually observed. Melanosis of Riehl is of toxic origin, while in this patient 
the causative factor is tar and oil plus sunlight. For these reasons I believe that 
it is melanosis, but not melanosis of Riehl. 

Dr. Harry J. TEMPLETON: I agree with Dr. Novy that this is due to action 
of tar or oil on skin which has become sensitized to sunlight. 

Dr. Rees B. Rees: According to the textbooks, in tar melanosis the distribu- 
tion is confined to face, scalp, shin, hands and forearms. There is pigmentation, 
but telangiectasia or atrophy is not mentioned. The patient has telangiectasia. 

Dr. Mertin T.-R. Maynarp, San Jose, Calif.: The fact that the patient is 
a machine operator should be considered. Hot tars and oils become volatile. Con- 
sidering the fact that tar could have been ingested through three channels, the 
skin, the respiratory tract or the mouth, it is possible that she has ingested a 
certain amount of it through the respiratory system. The traps of respirators 
demonstrate that one eats what one breathes. This could therefore be melanosis 
of Riehl in the classic sense. 


Ervin Epstein, M.D., President 


Frances M. Keddie, M.D., Secretary-Treasurer 
Sept. 13, 1946 


Pemphigus of the Conjunctiva. Arsenical Pigmentation and Keratoses 
from Fowler’s Solution. Presented by Dr. Otro E. L. Scumur. 


Angiokeratoma? Presented by Dr. Orro E. L. Scumomr. 


Subcutaneous Granuloma Annulare. Presented by Dr. Hrram E. Miter. 


T. H. S., a four year old white boy, was first seen in the University of 
California Hospital on July 9, 1946, with a chief complaint of multiple nodules 
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on the legs and back of the head of about eight months’ duration. A history of a 
fall prior to their appearance was obtained, but subsequently more nodules devel- 
oped without preceding trauma. 

Positive physical observations include nontender firm fixed nodules on the 
left occipital region, larger purplish nodules on the right tibia and similar smaller 
nodules on the left knee. There is generalized nontender moderate adenopathy. 
Routine tests revealed that the blood and urine were normal. The reaction to 
an intracutaneous tuberculin test, in dilution of 1: 1,000, was negative. The reac- 
tion to the coccidioidin test, in dilution of 1: 1,000, was negative. The blood 
cholesterol was 112 mg. per hundred cubic centimeters. Serum protein was 6 
mg. per hundred cubic centimeters (albumin 3.8 Gm. and globulin 2.2 Gm). 
Serum calcium was 12 mg. and serum phosphorus 4.48 mg. per hundred cubic 
centimeters. Phosphatase was 6.2 Bodansky units. Roentgenograms of the chest 
and long bones showed no abnormalities. Biopsy of the marrow revealed a normal 
differential count. Microscopically the sections of a nodule showed a focus of 
coagulation necrosis of the connective tissue surrounded by radiating strands of 
fibroblasts, epithelioid cells and lymphocytes in palisade arrangement. (Starting 
Aug. 20, 1946, both cutaneous lesions were irradiated; a total of 200 roentgen 
rays was used with a 3 mm. filtration of aluminum.) 


DISCUSSION 


Dr. Rees B. Rees: I saw this patient on the ward with Dr. Miller, Dr. 
Keddie and other members of the staff. At that time we thought of sarcoid, 
having just the clinical appearance to go on. The lesion on the left knee was 
clinically suggestive of granuloma annulare, but we did not think of that diag- 
nosis until the histologic section was studied. Dr. Brown found an interesting 
article by Udo Wile on this subject. 

Dr. MaRSHALL Brown (by invitation): This article appeared in the ARCHIVES 
or DERMATOLOGY AND SYPHILOLOGY (30:785, 1934), a report of an unusual case of 
granuloma annulare by Dr. F. G. Graver and Dr. Udo Wile, of the University of 
Michigan Medical School. The first reports were in 1908 by a British writer, 
Dr. Graham Little. He reported several cases of possible subcutaneous granuloma 
annulare. The next reports were written in 1931 by Jacobi (Jadassohn, J.: Hand- 
buch der Haut- u. Geschlectskrankheiten, Berlin, Julius Springer, 1931, vol. 10, 
p. 796). He reported several cases of subcutaneous granuloma annulare which 
occurred on the palms and the flexor surfaces of the fingers, and the dorsal surfaces 
of the feet and lower extremities. However, there were no case reports at that time 
of subcutaneous granuloma annulare occurring in the scalp. The case reported 
by Dr. Wile occurred in a 2 year old white boy who was admitted to the hospital 
with a history of subcutaneous nodules on the scalp, the flexor surface of the left 
wrist and the extensor surface of the right tibia. Our patient’s mother stated that 
the first time she noted nodules on the flexor surface of the wrist was five months 
prior to the patient’s entrance into the hospital. Three months before admission 
she noted five nodules occurring in the subcutaneous tissues of the scalp, and two 
months before admission she noted nodules occurring on the extensor surface of 
the right tibia. Physical examination revealed subcutaneous nodules which were 
firm and attached to the underlying tissue, and the overlying skin was loose and 
movable. There was no previous history of tuberculosis. Members of the family 
were examined for tuberculosis; no evidence of-this disease was found. In the 
hospital the patient was asymptomatic. 


Dr. E. K. Stratton: Have a tuberculin test and guinea pig inoculation been 
done? 
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Dr. Rees B. Rees: A guinea pig inoculation was done at the Permanente 
Hospital, but the result was not reported to us. Necrobiosis lipoidica diabeticorum 


resembles this disease histologically, but the comparison ends there. 


A Case for Diagnosis (Actinic Dermatitis? Lupus Erythematosus?). Pre- 
sented by Dr. Rees B. REEs. 


Carotenemia. Presented by Dr. H. V. ALLINGTON. 
A Case for Diagnosis (Monilethrix?). Presented by Dr. H. V. ALLINGTON. 


Generalized Progressive Scleroderma. Presented by Dr. Warp M. 
MEININGER. 


A Case for Diagnosis (Progeria? Lupus Erythematosus?). Presented by 
Dr. Frances M. Keppie. 


D. A. B., a 6 year old white girl, was first seen in the University of California 
Dermatology Clinic on Aug. 12, 1946. Dermatitis has been present on the face 
since the age of 6 months. One year ago she sustained second degree burns of 
her arms and back which required skin grafting. In the pediatric clinic a diagnosis 
of microcephaly, dwarfism and congenital heart disease was made. 

At the present time there is a rather diffuse blotchy erythematous scaly eruption 


with scarring and atrophy involving the nose and cheeks. There are numerous, 
discrete, erythematous, papular and excoriated lesions on the extremities. The lids 
are reddened and crusted and the conjunctivas injected. Her height, weight and 
skeletal measurements are below normal for her age. 

There were no abnormal observations in laboratory studies of the blood, urine, 
glucose tolerance and urine porphyrins. The tuberculin cutaneous reaction was 
negative. 

DISCUSSION 


Dr. Harry J. TEMPLETON: I presented the same patient with the same diagnosis 
at one of our previous meetings. My co-workers and I have studied this case at 
the Children’s Hospital in Oakland and wound up just where we started. Not only 
was there some abnormal delay in the general development of the child, but of the 
skull, the heart and the child’s skin, and for lack of a better classification it was 
called progeria. I cannot say that the lesions have made much progress or retro- 
gression; they are still in status quo. The child is not microcephalic; she is rather 
bright for her age. 

Dr. W. F. Harpine (by invitation): We do not feel that this disease quite fits 
into the picture of progeria. The child does not show atrophic changes in the skin. 
She has no loss or graying of hair or arteriosclerosis. Talbot of Harvard has 
studied a number of cases of progeria. The results of all metabolic studies made 
in these cases were within relatively normal limits. Talbot and his co-workers came 
to the conclusion that in cases studied the caloric intake and output was more or 
less in equilibrium, all the heat and energy being expended without anything being 
left over for body development. Most patients showed greatly increased metabolism 
without hyperthyroidism. 
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Adenoma Sebaceum: Multiple Sebaceous Cysts with Hypertrophy and 
Hyperplasia of Sebaceous Glands. Presented by Dr. Joun M. Graves. 


A Case for Diagnosis (Pemphigus Vegetans?). Presented by LIEUTENANT 
CoLonEL Rosert S. Hicpon, Medical Corps United States Army, Letterman 
General Hospital, San Francisco (by invitation). 


J. R., aged 34, while stationed in Tokyo, noticed slight intermittent epistaxis 
on April 15, 1946. Examination revealed a pinhead-sized creamy white papule 4% 
inch (1.27 cm.) within the right nares on the lateral wall. The papule grew rapidly 
and, within one week, had reached the size of a bean and was verrucous in appear- 
ance. Within two weeks continued growth caused partial obstruction of the right 
nares. At this time a second whitish pinhead-sized papule was noted just inside 
the left, nares on the medial wall. He was given treatment with sulfonamide drugs. 
By the third week, the right nares was completely occluded and the second lesion 
had grown so rapidly that the left nares was partially occluded. He was admitted 
to the 42d General Hospital in Tokyo, on May 6. Treatment with sulfonamide 
drugs was discontinued. The verrucous growths were removed from both nares 
with electric cautery. Within a week the lesions reappeared, accompanied with 
signs of secondary infection. Results of dark field examination, biopsy, smears, 
cultures and serologic and blood tests were negative. The lesions rapidly regen- 
erated, completely obstructing both nares, and extended externally to involve all 
surfaces of the lower portion of the nose for a distance of 1 cm. The patient was 
given one hundred and nine intramuscular injections of penicillin (40,000 units 
each) for a total of 4,360,000 units. While he was receiving penicillin, three new 
papules developed, one on the central portion of the upper lip and one on each lateral 
aspect of the chin. These papules grew rapidly until they reached a diameter of 
2 cm., were verrucous in appearance and exuded a clear serous fluid. All labora- 
tory work (including biopsy) was repeated, but results were again negative. The 
patient was evacuated to the United States by plane and admitted to Letterman 
General Hospital on July 26. Smears, cultures, animal inoculation, biopsy, serologic 
and blood examinations, urinalysis and roentgenograms of the chest have revealed 
no abnormalities. The lesions continued to spread and have gradually involved the 
entire chin, lower lip and midportion of the upper lip. Three weeks ago the mucosa 
over the soft palate, uvula, pharynx and tonsillar areas became erythematous, causing 
some pain on deglutition. Topical applications have consisted of boric acid, benzal- 
konium chloride and penicillin and bichloride of mercury compresses. Penicillin in 
oil (300,000 units) was given intramuscularly daily for ten days. Two intravenous 
injections of oxophenarsine hydrochloride were administered. Nitrofurazone was 
applied to the lesions for twenty-six days. None of these medications was of benefit. 
Fractional dosage of low voltage roentgen therapy has seemed to retard further 
extension of the lesions but has not caused involution. 


DISCUSSION 


Dr. Harry E. Atperson: The patient stated that his trouble started in the 
nose. His nostrils are completely occluded. Unfortunately, I was not able to 
examine his palate. My former associate, Dr. Esteban Reyes, of San Salvadore, 
has sent me many photographs of cases of rhinoscleroma, some showing extensive 
vegetation on the outer part of the nose. On the external part of the nose there 
were verrucous growths not ordinarily associated with rhinoscleroma. There could 
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be a superimposed infection of some sort. I think that it would be worth while 
to look for Frisch bacilli. I could not find any record of such examinations having 
been made here. The patient is apparently in good general health, despite the 
extensive lesions on his nose. 

Dr. Paut Fasat: This case reminds me of 2 cases of rhinosporidiosis which 
I have seen. I would suggest the use of antimony potassium tartrate as a thera- 
peutic experiment. 


Dr. Harry J. TemMpLeton: I thought that it was a typical vegetative lesion 
of bromide or iodide dermatitis. 

Dr. JAMES DRAKE: While in Japan, this soldier drank almost entirely from 
Lister bags. The possibility of the unauthorized use of an iodide as a water purifier 
occurs to me. Has the question of iodide ingestion been investigated? 

Dr. E. K. Stratton: If this eruption were in the groin I would think of 
granuloma inguinale. I have seen cases of this disease in the groin with sub- 
epidermal pustules as well as the granulomatous lesions similar to what this case 
presents. I agree with Dr. Fasal that antimony therapy should be tried. 

LIEUTENANT COLONEL Rosert S. Hicpon (by invitation): Rhinoscleroma was 
suspected, and I have tried to demonstrate the causative agent of that disease by 
smears, cultures and biopsy sections, but have been completely unsuccessful thus 
far. Bromides and iodides were also considered, and the patient was given tests 
accordingly ; but these tests have also been without positive results. 


Thymoma. Presented by Dr. Frances A. Torrey. 


Ervin Epstein, M.D., President 


Frances M. Keddie, M.D., Secretary-Treasurer 
Nov. 15, 1946 


Balanitis Xerotica Obliterans. Presented by Dr. E. A. Levin. 


A Case for Diagnosis (Behcet’s Syndrome? Pemphigus?). Presented by 
Dr. JoHn M. GRAVES. 


Multiple Neuromas of the Skin. Presented by Dr. Ervin Epstein. 


J. W., a 24 year old white man, presents a nodular eruption below the right 
lower lid, on the lid and on the margin. The lesions consist of shiny, smooth, 
flesh-colored discrete and coalescing nodules. They are firm. Some of the older 
lesions show hyperkeratosis of the surface, possibly due to previous therapy. 

The disease started ten years ago, after an injury. The patient stated that 
when he arrived home some “goose pimples” were present below his right eye 
and that these have enlarged and slowly spread during the past ten years. The 
lesions are asymptomatic. 

Treatment has included “freezing,” one year ago, “burning with an electric 
needle,” one month later, and the use of “acid” by the patient on numerous 
Occasions since. This has failed to eradicate the lesions or to stop the development 
of new ones. 





10388 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


A biopsy section studied by Dr. Gerson R. Biskind revealed neuroma. The 
sections showed a loose fibrous stroma covered on one aspect by a thin layer 
of skin. In the stroma were several sharply demarcated bundles of cellular 
tissue that had a limiting membrane of fibrous tissue. The cells had a slender 
almost wavy nucleus. The stroma around the cells was pink and homogeneous 
but in places might be fibrillar. The cells did not show distinct palisading with 
the formation of characteristic Verocay bodies ; this process, however, was suggested 
in many places. The over-all pattern was highly suggestive of an amputation 
neuroma, except that the bundles were much more cellular. The site of excision 
should be observed for possible recurrence. The present histologic structure 
showed no evidence of malignancy. 


DISCUSSION 

Dr. Hiram E. Mitter: I am not familiar with neuromas that are not painful. 
In my patients, all of them were painful. Kyrle, however (quoted in the textbook 
by Ormsby and Montgomery), described painless tumors in the retroauricular 
region in a patient who had neuromas for three years. They were lentil-sized, 
translucent areas. Histologically the lesions consisted of bundles of delicate nerve 
fibers. He stated that pain was absent because they were “unripe” neuromas. 
The lesions in this case may be of a similar nature. 

Dr. Ervin Epstein: This disease is apparently rare. It usually follows 
trauma. The lesions seem to resemble amputation neuromas histologically. They 
are usually painful, but some do exist for long periods before pain develops. 
According to the literature, all become painful eventually. Plastic surgery followed 
by skin graft would seem to be the treatment of choice in this case. 


Lichen Sclerosus et Atrophicans, Inframammary, Inguinal and Vulvar. 
Presented by Dr. Ervin Epstein. 


Lupus Erythematosus. Presented by Dr. NorMan N. EpsteIn. 
Calcinosis Cutis (Circumscribed Form). Presented by Dr. Hiram E. Miter. 


A Case for Diagnosis (Actinic Dermatitis? Lupus Erythematosus?). 
Presented by Dr. Rees B. REEs. 


A Case for Diagnosis (Actinic Dermatitis?). Presented by Dr. FRANcEs A. 
TORREY. 


Bowen’s Disease? Presented by Dr. Grant Morrow. 
Scleroderma (Localized). Presented by Dr. Rospert A. STEWART. 


Nevoxanthoma-Endothelioma. Presented by Dr. Max Krause. 


A Case for Diagnosis (Scaly Erythroderma? Lymphoblastoma?). Pre- 
sented by Dr. Epwarp A. Levin. 
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A Case for Diagnosis (Psoriasis? Lichen Planus?). Presented by Dr. REES 
B. REEs. 


Xanthoma Diabeticorum. Presented by Dr. Paut Fasat. 


A Case for Diagnosis (Endothelial Tumor? Angioblastoma?). Presented 
by Dr. Harry E. Atperson and Dr. CHARLES ALBERT SHUMATE. 


C. W., a white man aged 66, presents a well outlined, dark blue patch, 4 cm. 
in diameter, superior and posterior to his left eye. Surrounding this area and 
extending over most of the left cheek is a hard, somewhat puffy, violet discoloration 
(ecchymosis). The areas are painless. On the anterior frontal region are two 
crusted keratotic lesions. There is ptosis of his left lid. His serologic test for 
syphilis gave negative reactions. 

A report from Dr. Ream Leachman, of Vallejo, stated that Dr. Medley, an 
oculist, examined the patient’s eyes and reported that the lesions of the left lid 
were noninflammatory and that the ptosis was from their weight. The eyeball 
was normal. The vision, orbital contents and fundi were normal. 

As we believed that the disease might be the result of neurotrophic changes in 
the trigeminal area, for example, due to thrombosis of the posterior inferior 
cerebellar artery, the patient was referred to Dr. Edmund Morrisey (neurosurgeon) 
for consultation. He reported that there were no neurologic changes of significance. 

The histologic sections were examined by Dr. Wilbert Sachs, of New York. 
He reported that throughout the middle and upper parts of the cutis in one portion 
of the slide were numerous blood vessels and spaces and an intense cellular 
infiltration of angioblasts. The surrounding tissue and overlying epidermis 
showed no important change. The cells had large round, fairly well stained 
nuclei and either no cytoplasm or only a slight amount. The diagnosis from 
microscopic study was some type of endothelial tumor, belonging to the angio- 
blastoma group. 


Favorable Response of Tuberculosis Cutis (Lupus Vulgaris) to Therapy 
with Vitamin D. Presented by Dr. Rees B. REEs. 


A Case for Diagnosis (Multiple Areas of Superficial Atrophy of the 
Trunk. Macular Atrophy?). Presented by Dr. H. V. ALLINncToN. 


Coccidioidal Granuloma on the Cheek. Presented by Dr. Otro E. L. 
SCHMIDT. 


A Case for Diagnosis (Generalized Papular and Nodular Eruption Present 
at Birth). Presented by Dr. H. V. ALtincron. 


C. M. C., a 4 month old Negro baby girl, except for her skin, was a normal 
full term infant weighing 5 pounds 8 ounces (2,495 Gm.). She has grown and 
developed in an average manner. She has one normal 3 year old sister. There 
is no history of similar cutaneous trouble in her family. 


At birth she presented a generalized papular and nodular eruption, with 
lesions varying in size up to 1.5 cm. in the largest diameter. These were firm. 
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The larger ones appeared to be made up of conglomerate masses of smaller 
ones. They were, for the most part, a normal cutaneous color. Some were 
slightly paler. They seemed nontender and showed none of the signs of an 
inflammatory process. 

Since birth the lesions appear to be slowly disappearing. Many of the smaller 
ones seem to have disappeared. The largest ones are on the scalp, and several 
of these are a faint xanthomatous yellow, which was not so notable earlier. 
When I last saw the baby I thought I could feel an enlarged firm nontender spleen. 
This was not confirmed by a pediatrician who subsequently examined her. 

A biopsy, Aug. 7, 1946, was reported by the pathologist to show stratified 
squamous epithelium with normal subcuticular structures. In one margin of 
the section the subepithelial tissue was infiltrated by monocytic series cells con- 
sisting of lymphocytes and plasma cells. This process extended into the deepest 
layers of the skin and was a diffuse rather than a dense pattern. 

The Kahn and Wassermann reactions were negative at birth. The Kahn and 
Kline reactions were again negative on November 9. The cholesterol content of 
the blood was 150 mg. per hundred cubic centimeters on November 9. The hemo- 
gram and the differential count were essentially normal. 


DISCUSSION 


Dr. Meriin T.-R. Maynarp (San Jose): Is there any history of bromide 
ingestion in the mother? 


Dr. H. V. Attincton: I did not question her about that. 


Dr. Rees B. Rees: I think that the occasional tremendous activity of the 
sebaceous glands in young children is of interest. It is observed in clinics in 
normal babies, and babies go through that period without much difficulty. 


Dr. H. V. Avtuincton: I did not get the impression that the sebaceous 
glandular apparatus was involved. I considered the possibility of its being a 
lymphoblastoma. Also, because of the yellowish color in several of the scalp 
lesions at the present time, I wonder about this being another case of nevoxantho- 
endothelioma. It is possible that if a biopsy specimen were to be taken from 
one of the scalp lesions at the present time, it would show a more characteristic 
picture. 


JOINT MEETING OF THE SAN FRANCISCO, LOS ANGELES AND PACIFIC 
NORTHWEST DERMATOLOGICAL SOCIETIES 


Ervin Epstein, M.D., Presiding 
Jan. 18, 1947 


A Case for Diagnosis. Pemphigus Vegetans? Presented by Lieut. Co. 
Rosert S. Hicpon, Letterman General Hospital, San Francisco (by invitation). 


Lupus Erythematosus or Dermatomyositis? Presented by Dr. Eowarp LEvIN. 
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A Case for Diagnosis (Behcet’s Syndrome? Pemphigus?). Presented by 
Dr. JoHN M. GRAVES. 


V. H., an American woman aged 52, was presented at the meeting of the San 
Francisco Dermatological Society on Nov. 15, 1946. 


Verrucous Lupus Erythematosus? Nevus Verrucosus? Presented by Dr. 
Stuart C. Way and Dr. JAmes R. DRAKE. 


Lupus Erythematosus, Accentuated by Solar Sensitivity. Presented by 
Dr. ARNE E. INGELs. 


Tuberculosis Verrucosa Cutis. Presented by Dr. Stuart C. Way and Dr. 
James R. DRAKE. 


Keratoderma of Buttocks (Syphilitic or Pyogenic? Psoriatic?). Pre- 
sented by Dr. Wittarp M. MEININGER. 


Maduromycosis. Presented by Dr. Hiram E. Miter. 


Subcutaneous Granuloma Annulare? Presented by Dr. Hiram E. Mixer, 


S. S. is a 4 year old girl. Her mother stated that seven months previously 


she noticed a small lump under the skin on the lower part of the patient’s right 
leg and on the extensor surface of the right elbow. These areas have become 
progressively larger in size. 


The physical examination reveals two rather diffuse, cherry-sized, firm, sub- 
cutaneous nodules, not freely movable and nontender, with no overlying cutaneous 
changes, located on the extensor area of the right elbow and on the anterior 
surface of the lower part of the leg. 


In July 1946 roentgen ray examinations showed no pathologic bony changes 
in the right tibia and fibula, the right elbow and forearm or the skull. In Septem- 
ber 1946 there was noted increased density in the soft tissues of the right elbow. 
The density was sharply outlined and homogeneous and appeared to conform to the 
position of the supinator muscle. No evidence of abnormality was seen in the 
bones of the forearm. In the roentgenograms of the right tibia and fibula there 
was a localized swelling of the soft tissue situated anteriorly over the tibia, in 
the region of the junction of the upper and middle thirds, but the bone structures 
of the tibia and fibula were normal. In November 1946 there was increase in 
the size of the mass on the anterior superior surface of the right tibia. The 
density in the left elbow was less definite. 


Agglutination reactions for brucellosis were negative. The tuberculin cutaneous 
test gave a negative reaction. The sedimentation rate was 8 mm. per hour. The 
hemogram showed 4,450,000 erythrocytes and 5,100 leukocytes, with neutrophils 
10 per cent, lymphocytes 86 per cent and monocytes 4 per cent. 

On Dec. 4, 1946, a biopsy was-performed on the nodule of the right leg. The 
specimen consisted of an incised piece of yellowish gray tissue of elastic con- 
sistency with some surrounding connective tissue. It measured 1.4 by 1.2 by 0.9 
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cm. The sections revealed a young-appearing mesenchymal connective tissue and 
surrounding fat, both containing numerous endothelium-lined vessels and a mild 
inflammatory reaction. There were several focal areas of necrotic degeneration 
with surrounding pseudopalisading of cells. There were also bits of eosinophilic 
intercellular material suggesting the presence of fibrosis. The diagnosis was 
“subcutaneous nodule consistent with rheumatic nodule or with granuloma 
annulare.” 


No treatment was given. 
Erythema Annulare Centrifugum. Presented by Dr. Ervin Epstein. 


Sickle Cell Anemia with Ulcers on the Legs. Presented by Dr. Norman 
N. Epstein. 
DISCUSSION 


Dr. Hiram E. Miter, San Francisco: My case is presented as an example 
of subcutaneous granuloma annulare. This is the second patient that we have 
seen with this condition in the past year. The lesions in both cases were firm, 
subcutaneous, nontender and cherry sized and were tightly bound down to the 
deeper structures. The focal areas of coagulation necrosis with a palisade-like 
arrangement of the infiltrate seem to be compatible with the diagnosis. Grauer 
and Wile described this variant of granuloma annulare in the ArcHIvEs (30:785, 
1934). 

Dr. Ervin Epster1n, San Francisco: In the patient with erythema annulare 
centrifugum the lesions change a great deal from week to week. I have been 
seeing her for more than a year, so I can make this statement with certainty. The 
condition appeared entirely different one week ago. At one time it was thought 
that the condition might be granuloma annulare, but further observation has estab- 
lished the present diagnosis. This histologic picture is consistent with erythema 
annulare centrifugum. At first the possibility of a phenolphthalein eruption was 
also considered, but the discontinuance of the use of this drug for the past year 
has not resulted in a lessening of the activity of the condition. The patient has 
had a great deal of treatment, with little benefit. However, sulfadiazine by mouth 
has repeatedly resulted in prompt clearing of the eruption. Discontinuance of 
administration results in just as prompt recurrences. 


Dr. NorMAN N. EpsteEIn, San Francisco: In our experience sickle cell anemia 
is rare. The subject was well covered by Cummer and La Rocco in 1940. Certain 
interesting points relating to this condition might be mentioned. The name 
“sicklemia” probably fits the condition much better because people with sickling 
of their red blood cells are not always anemic. Many of them go into periods of 
profound anemia, and later their blood may regenerate to a normal condition. 
The anemia may be transient in this group of patients. It is a condition primarily 
found in Negroes but is not absolutely restricted to that race. Some cases have 
been reported in the white race, among Sicilians and Mexicans. About 8 per 
cent of Negroes have sickling of their blood. I do not know in what percentage 
anemia develops. The anemia found is of the hemolytic type. Ulcers are one of 
the symptoms. Other symptoms may be referable to the liver, heart, spleen and 
other viscera. The origin of the ulcers is well understood. They are peculiarly 
shaped. It is not a specific ulceration as far as one can determine. Whether it 
is due to the anemia is a question. Certainly, in other severe anemias ulcers of 
the legs are not reported frequently. But in 75 per cent of the patients with 
sickle cell anemia these ulcers do occur. They are probably due to trauma plus 
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secondary infection in a patient who has a lowered resistance due to the anemia. 
The 6 month pregnancy in this woman is an unusual finding. Only 3 cases of 
pregnancies carried to term in this group of patients have been reported. The 
patients in these cases had had miscarriages some years before. The pregnancy 
in this patient has gone on in a fairly normal manner. Pregnancy may be dangerous 
for her since severe toxemias have occurred in pregnant women with sickle cell 
anemia, at times leading to a fatal termination. 


Multiple Benign Cystic Epithelioma. Presented by Dr. Epwarp Levin. 


Syringocystadenoma. Presented by Dr. FrepertcK G. Novy Jr. 


DISCUSSION 


Dr. NELSoN Paut ANDERSON, Los Angeles: I appreciate having observed this 
group of cases. I should like to comment on the case presented by Dr. Novy 
as one of syringocystadenoma. I think that is undoubtedly the correct diagnosis. 
Many different terms have been applied to this condition. Syringocystadenoma, 
I think, is primarily a benign adenomatous condition, involving the sweat ducts 
and glands. It is fairly common about the lower eyelids and the axillas. I do 
not know why the term “syringoma” is sometimes used. Pollitzer’s translation 
of Darier’s book has a photograph labeled syringoma, showing involvement of the 
lower eyelids. I do not think that biopsy is ordinarily done when the condition 
occurs on the lower eyelids. 

The case presented by Dr. Ervin Epstein as one of multiple cutaneous neuromas 
is the first case of this condition I have ever observed, and I was not able to 
make a clinical diagnosis. I have seen 2 cases, 1 with a solitary nodule and the 
other with three or four discrete nodules which clinically appeared to be fibromas. 
However, this diagnosis could not be confirmed histologically. 


There was a report by Wile and Montgomery several years ago of extensive 
involvement of one of the breasts in a woman. As I recall it, pain was a marked 
clinical feature. 

Dr. WERNER W. DuEMLtnc, San Diego: The case that interested me most 
in this group was the rare case of cutaneous neuroma, and I should like to empha- 
size the word “rare.” The case which Dr. Anderson credited to Dr. Montgomery 
was the case which I reported in the ArcHives in February 1929. The condition, 
as I remember, was first described by Duhring. My case was the fifth reported 
in the literature. Birchoff straightened us out on the histology of this lesion and 
pointed out that there are two types of cutaneous neuromas, the true and the false. 
The true type, of course, is made up of medullated and nonmedullated bundles of 
nerve fibers intertwined or interlaced, much as we saw in this section. In the 
false type the fibers arise from neurilemma. In the case which I presented the 
lesion involved one half of the breast area and was dull brownish red in color and 
extremely sensitive. Special stains revealed it to be a true neuroma. The patients 
always complain of pain and hyperesthesia. 

Dr. Hiram E. Mitter, San Francisco: The patient with cutaneous neuroma 
without pain is of particular interest to me. As far as I can recall, the few 
patients whom I have seen or have read about have had pain. There is a report 
by Kyrle in Ormsby’s textbook (1943) on a similar lesion without pain, described 
as “unripe” neuroma to account for the absence of pain. 
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Dr. Ervin Epstein, Oakland, Calif.: The interesting feature in the case of 
multiple neuroma, of course, is the rarity of this condition. In reviewing the 
literature, one is impressed by the repeated history of trauma preceding the lesions. 
The patient refused to allow surgical intervention, so roentgen therapy is being 
attempted. Despite the fact that nerve tissue is considered to be relatively insensi- 
tive to radiation, even one treatment of 200 r produced some improvement. 


Circumscribed Myxedema of the Legs. Presented by Dr. Stuart C. Way 
and Dr. James R. DRAKE. 


A Case for Diagnosis. Nevoxanthoendothelioma? Presented by Dr. H. V. 
ALLINGTON (From the Berkeley Hospital Clinic, Berkeley, Calif.). 
The case of G. M. C., a 6 month old Negro baby girl, was presented on Nov. 
15, 1946, at the meeting of the San Francisco Dermatological Society. 
Nevoxanthoendothelioma. Presented by Dr. Max E. Krause. 


The case of G. T., a white boy aged 9 months, was presented at the meeting 
of the San Francisco Dermatological Society on Nov. 15, 1946. Thus far there 
have been no signs of regression of the lesions. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. Frances M. KeEpprE. 


DISCUSSION 


Dr. Netson Paut AnpeERSON, Los Angeles: Localized myxedema may come 
on acutely and be so inflammatory as to mislead the thyroid surgeon and the 
cardiologist. I have seen one instance of localized myxedema in a Chinese leper 
who had undergone thyroidectomy. In a recent article, someone writing on the 
subject of leprosy described lesions of this type occurring in connection with it. 

Necrobiosis lipoidica diabeticorum was first described as a clinical entity in 
the latter part of the third decade of this century. I should like to call your 
attention to an article in the American Journal of Medical Sciences (Goldstein, E., 
and Harri, J.: Xanthoma Diabeticorum: An Unusual Process of Evolution, Am. 
J. M. Sc. 173-195 [Feb.] 1927). 

Dr. MERLIN TREVOR-ROPER MAYNARD, San Jose, Calif.: For the Negro child 
with the diagnosis of nevoxanthoendothelioma I should like to offer the diagnosis 
of urticaria pigmentosum. In this child wheals would definitely be produced after 
stroking. I think that a biopsy and stains for mast cells should be made, which 
are characteristic of this condition. 

Dr. J. Water Witson, Los Angeles: I too should like to follow Dr. 
Maynard’s suggestion as to the diagnosis in the case which Dr. Allington presented 
under the title of “nevoxanthoendothelioma.” I think that the correct diagnosis 
is urticaria pigmentosa. I was interested in the conversation with the mother, 
who states that whenever the child is rubbed, wheals appear in “little spots.” I 
tried to elicit the sign known as “Darier’s sign,” in which friction produces whealing 
limited to the pigmented areas. I do not believe that this can be demonstrated. 
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Thymoma. Presented by Dr. Frances A. Torrey. 


The case of J. N. S., a 36 year old white woman, was previously presented 
before the San Francisco Dermatological Society on April 26 and Sept. 13, 1946. 

Since the last presentation the following roentgen therapy was given: From 
Sept. 16 to Oct. 3, 1946, a total dose of 3,000 r was delivered to each of two fields, 
the right and left axilla, with a filtration of 0.25 mm. of copper and 1 mm. of 
aluminum. From Nov. 19 to Nov. 27, 1946, an area measuring 2.5 by 6 cm. in 
the anterior cervical region was given 2,400 r with a filtration of 0.25 mm. of 
copper and 1 mm. of aluminum. From Jan. 20 to Feb. 11, 1947, an area in the 
left cervical region measuring 7 by 7 cm. received 3,000 r with a filtration of 0.25 
mm. of copper and 1 mm. of aluminum. 

















Thymoma in J. N. S. 


A Case for Diagnosis. Multiple Benign Pigmented Fibroma. Presented 
by Dr. Arne E. INGELs. 


D. D., a white married woman aged 48, had had a lesion on her heel which 
started at the age of 15, a lump on the dorsum of the foot and one on the right 
forearm. There was a gradual increase in the size of the tumor of the Achilles 
tendon, until it was 4 to 5 cm. in diameter by June 29, 1945. The two other lesions 
increased slowly in size. They have been brownish-blackish in appearance all the 
time. The tumor on the dorsum of the foot was flat, blackish-brownish and 
approximately 1.5 cm. in diameter. 
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On the lower portion of the Achilles tendon there is a discolored, firm, sessile 
lesion, 3 cm. in diameter, which is grayish-brownish pink. It is freely movable and 
has no infiltrating growth. The dorsum of the right foot shows a brownish black, 
slightly raised lesion, 1.5 cm. in diameter, which is well defined and freely movable 
with no inflammatory changes. On the right forearm is a scar from the excision 
of one of the lesions. There is no glandular enlargement. 

The physical examination shows a healthy woman with abdominal scar forma- 
tions from previous operations for cystic ovaries, appendicitis and peritonitis. The 
scalp shows four atheromas. On the left side of her face is a darkly pigmented 
mole. ’ 

The Wassermann reactions were negative on repeated examinations. The blood 
count showed 4,100,000 red cells, 79.2 per cent hemoglobin, 6,400 leukocytes, 78 
per cent polymorphonuclear neutrophils, 18 per cent lymphocytes, 1 per cent 
eosinophils. 


Hodgkin’s Disease of the Skin (Generalized Erythroderma with Scattered 
Papules). Presented by Dr. Frances M. Keppie. 


A Case for Diagnosis. Hodgkin’s Disease of the Skin. Presented by Dr. 
Frances M. KeEppIieE. 


G. E., a 17 year old student, has had a papular eruption since he was 7 years 
old. This eruption has recurred each winter and has cleared up each summer after 
about two weeks of exposure to the sun. With each recurrence there have been 
more lesions which have gradually become larger in size. 

The eruption is polymorphous. There are papules and firm pustules 1 to 2 
cm. in diameter. These are in the skin and can be freely moved over the under- 
lying tissue. They heal with slight scarring. Some are excoriated, but few cause 
itching. The lesions are distributed on the trunk and on the extremities. 

The physical examination showed a normal healthy boy except for the cutaneous 
disorder. The blood count and urinalysis gave normal results. 

Biopsy has been twice performed, and on each examination the histopathologic 
process was essentially the same. (One section was made at the Mayo Clinic in 
May 1944 and the second at the University of California in December 1946.) The 
second section is reported on by Dr. Bostick as follows: “Immediately beneath 
the epithelium and in the subpapillary dermis there was a proliferative reaction 
composed of large pleomorphic cells, often in the giant form and some of them 
with prominent nucleoli. There was a background of round cells, scattered 
fibroblasts, granular leukocytes and eosinophils. The most proliferating and pleo- 
morphic cells seemed to be of reticuloendothelial origin, and these extended in 
small groups down to the underlying dermis. Careful examination with acid-fast 
stains, Giemsa stains and Gram stains showed no evidence of specific organisms.” 

A diagnosis of Habermann’s disease was made in 1944, and the treatment that 
was given included administration of sulfonamide compounds, ultraviolet radiation 
and vitamins A and D in large doses. None of these caused abatement of the 
eruption. No roentgen therapy has been given. 


Mycosis Fungoides, Plaque Type. Presented by Dr. Frances A. Torrey. 


Mycosis Fungoides: Pruritic Infiltrated Patches. Presented by Dr. FRANCES 
A. Torrey. 
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DISCUSSION 


Dr. Ernest K. Stratton, San Francisco, Calif.: Since reporting in 1942 the 
experimental transfer to mice from a patient with mycosis fungoides, I have made 
similar transfers of tissues from 3 additional patients. 

The first was transferred on March 26, 1945. The case was far advanced at 
the time, and the patient died shortly thereafter. All the animal inoculations have 
been negative to date. The second, from 1 of the patients shown here this morning, 
was transferred on May 29, 1945. The specimen was placed in an icebox at 
—/78 C. for seven days. It was then thawed and emulsified, and portions were 
injected into the brains of 6 mice and into the peritoneal cavity of another 6. One 
of these mice (brain injected) died on June 10, 1946 (thirteen months after injec- 
tion). Its liver was enlarged five times and its spleen enlarged twenty times. 
Microscopic studies showed infiltrations similar to the picture of mycosis fungoides. 

The third transfer, from M. J., was made on July 31, 1945. The tissue was 
first emulsified and then passed through a Seitz filter before being injected into 
6 mice intraperitoneally. On May 6, 1946 (ten months after injection) 1 of the 
mice became ill and was killed. Its spleen was ten times normal size. Micro- 
scopically it showed a mycosis fungoides type of cellular infiltration. A portion 
of this spleen was emulsified, and a second passage has been made. 

On July 31, 1945, when the first passage was made, whole blood from this 
patient was also injected intraperitoneally into 6 mice. These mice were killed 
recently and their organs were normal. The original emulsion from this patient 
was also inoculated onto the chorioallantoic membranes of eggs. In 1 embryo 
tumors developed on the eye and on the heart. This type of reaction is being 
studied further. 

Another interesting observation in the last 2 cases was the fact that the mouse 
tumors were produced by using a “cell-free” emulsion (in the case in which the 
tissue was Seitz filtered before injection) and a “dead cell” emulsion (in the case 
in which the tissue was frozen for seven days before injection). 

In view of these findings, it would seem that if there could be any correlation 
between mycosis fungoides in the human being and that reaction which has been 
ebserved in the mouse (in 3 cases out of 4), it would, I believe, favor the theory 
that the etiologic agent in mycosis fungoides is a toxin or a virus rather than a 
malignant tumor cell. 

Dr. D. E. H. CLeveranp, Vancouver, B. C.: The most interesting point about 
these cases of mycosis fungoides is the fact that the patients have had the disease 
for a length of time and yet are in excellent general health. Also, only 1 of 
them, I believe, had had anything resembling the ulcerative lesions of mycosis 
fungoides, squashed-tomato-like tumors. I also belong to that group who regard 
mycosis fungoides as a clinical and not a histopathologic diagnosis. Udo Wile put 
it in those words almost—mycosis fungoides is a clinical and not a pathologic entity. 
Beerman says that any case shown to be a manifestation of Hodgkin’s or lympho- 
sarcoma should be so named (Am, J. M. Sc. 211:479, 1946). The histopathologic 
characteristics are seen from time to time in other groups of lymphoblastomas. 
Recently an autopsy on a patient whom I had had under observation with clinical 
mycosis fungoides for about two to three years showed the disease to be unques- 
tionably giant follicular lymphoblastoma. Antemortem biopsy of a lymph node 
showed the same. Ulcerative lesions gradually developed. 

I have been studying our cases of malignant lymphoma in the Vancouver 
General Hospital for a ten year period. Approximately 50 per cent of the patients 
with Hodgkin’s disease and 50 per cent of those with follicular lymphoma (giant 
follicular lymphoblastoma) had generalized erythroderma exfoliativa, in many 
ulcerated. In 1938 Dr. Ormsby said, when observing 1 of these cases, “If I had 
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not seen the slides, I would have called it mycosis fungoides.” Jackson would 
have called it Hodgkin’s granuloma. Extensive cutaneous involvement does not 
present the picture as generally seen—great big lymph nodes in the neck. The big 
nodes are chiefly in the axillas and groins. 

Dr. NELson Paut ANpERSON, Los Angeles: I cannot agree with the diagnosis 
presented by Dr. Ingels. I believe that these lesions are really fibroxanthomas in 
which fat stains will undoubtedly show definite fat globules. These give that 
peculiar yellowish color to the lesions, which was well shown in the one over the 
Achilles tendon. You will not find xanthoma cells because the fibrotic tissue is 
predominant. I do not think that they are ordinary pigmented fibromas. 

One patient with mycosis fungoides showed poikiloderma-like cutaneous changes 
on the anterior aspect of the trunk. 

Finally, I should like to call your attention to the more recent work dealing 
with mycosis fungoides and Hodgkin’s disease. More particularly, as derma- 
tologists, we are interested in mycosis fungoides treated with nitrogen mustard. 
Earl Osborne, of Buffalo, personally told of 3 cases of mycosis fungoides respond- 
ing well to nitrogen mustard treatment. Four cases at the Cedars of Lebanon 
Hospital in Los Angeles have responded with apparent involution of the tumors. 
Two more patients are about to be treated, and 1 additional patient at the General 
Hospital is now being treated with nitrogen mustard. Dr. Ray Allington, who is 
acquainted with the cases at the County Hospital, might tell us of his experience 
with nitrogen mustard. 

Dr. Ray Atiincton, Los Angeles: I do not know the exact dosage recom- 
mended, but I believe it is given in small amounts in isotonic sodium chloride 
solution by means of intravenous drip and is given only three or four times on 
consecutive days to complete a single series. One of the patients in our ward 
has had such a series of one of the nitrogen mustard preparations and has responded 
amazingly well. Two of his lesions had been given roentgen therapy, but all were 
benefited by the drug. We should like to see more patients so treated. 

Dr. FLETCHER HAtt, Los Angeles: Discussants so far have taken up all the 
cases in the group, except the case of Hodgkin’s disease of the skin (?) presented 
by Dr. Keddie, which I should like to introduce into the discussion. I could not 
help but think of the diagnosis of papulonecrotic tuberculid when I first saw the 
patient. Then, on reading in the history sheet what the Mayo Clinic said, I was 
thrown off the track. I could not see any microscopic signs in the slide exhibited 
which would account for the clinical appearance of the lesions, and I wonder if it 
was a truly representative section of one of the lesions as presented by the patient 
today. In view of the history and clinical findings, I should treat this patient for 
papulonecrotic tuberculid. 

Dr. SamMueL Ayres Jr., Los Angeles: I felt the same way about this case. 
The distribution of the lesions on the legs and arms predominates, and the eruption 
is worse during the cold weather. It is better in the summer. It strikes me that 
papulonecrotic tuberculid is the most probable diagnosis. 

In regard to the cases of mycosis fungoides I should like to say that I have 
been working with the A.C.S. (antireticular cytotoxic serum) during the last 
year or so. I have 1 patient who apparently has had a remission with the serum 
which was furnished by Dr. Straus, of the Cedars of Lebanon Hospital. The case 
was typical, microscopically and clinically, although not a far advanced one. 
One case in which the serum failed was a far advanced case. Another case appar- 
ently got out of control. A.C.S. serum, I think, is worthy of a trial, with little 
risk. The results are not as dramatic as those reported with nitrogen mustard. 
Dr. Straus, pathologist at the Cedars of Lebanon Hospital, told me personally 
of a patient with lymphosarcoma who apparently recovered after A.C.S. was 
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given. Apparently the antireticular cytotoxic serum stimulates the reticuloendo- 
thelial tissue. 

Dr. W. H. GoEcKERMAN, Hollywood, Calif.: Regarding the case presented by 
Dr. Keddie, I cannot tell you what the name of the condition is, but certainly it is 
not papulonecrotic tuberculid. This patient has none of the characteristics of 
Hodgkin’s disease of the skin. We must allow for other possibilities. In this 
young man the process has been present for years and years, and yet it disappears 
when exposed to the sun rays systematically. What it is, I do not know. It seems 
to me an interesting picture, but I am sure it is not papulonecrotic tuberculid. The 
papulonecrotic tuberculids have a characteristic picture. I have seen a great 
many of them. 

Dr. Grant Morrow, San Francisco: I should like to comment on the case of 
Dr. Ingels’ (multiple benign pigmented fibroma). I think it is benign melanoma. 
We had 2 patients recently in whom lesions developed on the dorsum of the feet. 
Both showed melanoma of benign variety. 

Dr. Frances A. Torrey, San Francisco: Concerning the case of malignant 
thymoma that I presented, the diagnosis was made only after examination of 
several biopsies. I understand that thymomas are rare, and Douglas Symners 
(Malignant Tumors and Tumor-Like Growths, Ann. Surg. 95:544, 1932) reported 
25 malignant tumors or tumor-like growth of the thymic area in 17,000 autopsies 
(0.14* per cent) from the Pathology Laboratory of the Bellevue Hospital. 
Hamberger (Arch. Path. 36:37, 1943) reported that in 6,000 autopsies there 
were found 41 instances of tumors or enlargement of the thymus. Of these 
only 3 were found to be malignant. Under the classification of thymoma five types 
of malignant growths may occur: (1) perithelioma from connective tissue of the 
walls of the blood vessels, (2) lymphosarcoma from the lymphocytic elements, (3) 
epithelioma from the epithelial reticulum cells, (4) spindle cell sarcoma from the 
connective tissue framework and (5) Hodgkin’s disease from lymphocytes in the 
thymus. Of these five, lymphosarcoma and Hodgkin’s disease are the most radio- 
sensitive. This tumor was considered to be of the Hodgkin type after the first 
biopsy was made, and it was treated accordingly. The tumor did not show any 
regression until after the diagnosis of epithelioma was made and the large dosage 
of roentgen rays was given. Although the regression of the tumor has been 
remarkable, the prognosis, of course, is extremely poor. There was a large, widely 
infiltrating lesion of the mediastinum that spread by direct extension to the axillas. 
It is amazing that there has been no sign of metastasis, only the spread by direct 
extension. 

Dr. ARNE E. INGELs, San Francisco: My case was presented with the idea of 
clarifying the diagnosis. For the pathologic diagnosis increased vascularity only 
does not satisfy, obviously. I even thought the condition resembled pseudoxanthoma 
elasticum histopathologically. The predominant feature was a great increase in 
elastic tissue, even clumping and homogenization. However, clinically it did not 
correspond to this. Otherwise, it might be a more benign xanthoma. The tumor 
was treated with roentgen rays years ago and lost the picture of unusual singular 
blackish melanotic pigmentation. The remaining tumor on the dorsum of the foot 
still retains the pigment. Microscopically, it shows basal cell melanin changes 
within the normal. So, what can it be but a benign tumor of elastic origin? 

Dr. Frances M. Keppiz, San Francisco: The condition of the student may 
not be Hodgkin’s disease. Clinically it does not fit with the histologic examination. 
I had & note from Dr. Hamilton Montgomery, who said it looked like malignant 
lymphoma. The description was made by Dr. Bostick, who has been interested in 
Hodgkin’s disease for a long time. I met Dr. Bostick in the hall just now, and he 
told me he feels fairly certain it is Hodgkin’s disease. 
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A Case for Diagnosis. Unusual Fragility of the Skin (Related to Epider- 
molysis Bullosa or Ehlers-Danlos Syndrome). Presented by Dr. Harry 
J. Templeton, Oakland, Calif. 


Epidermolysis Bullosa. Presented by Dr. Norman N. Epstein. 


Sjégren’s Syndrome. Presented by Dr. H. V. Attincton, Oakland, Calif. 


A. G., a white woman aged 63 years, has had dryness of the mucous membranes 
of her mouth and eyes since 1934. This has become so severe that she has to wet 
her mouth with water to enable her to talk. Her eyes are so dry and sticky in 
the morning that she has to wash them with water to get them open. There are 
also periods when she appears to have an excess of a sticky and tenacious mucus 
in her mouth. Her symptoms started at about the time of her menopause. She 
has had the usual diseases and also had erysipelas and pneumonia when she was a 
child. In 1927 she had a “nervous breakdown,” which was thought to be from 
overwork. Severe attacks of arthritis began about 1937, and she has had recur- 
rences since then lasting from three to four days but apparently decreasing in 
severity as time goes on. A systolic blood pressure of from 170 to 200 mm. of 
mercury has been present for years. 

There are no objective changes in the mucous membranes. The lacrimal glands 
are not palpable. The salivary glands are small but palpable and are not tender. 

There is clubbing of the finger nails and mild hypertrophic changes in the small 
joints of her fingers. The blood pressure was 200 systolic and 100 diastolic. The 
reaction to the Schirmer test was 7 mm. in 5 minutes (normal 21 to 25 mm.). Her 
eyes otherwise were reported normal by Dr. J. R. Sharpsteen, Oakland, Calif., 
except for a mild defect of conversion. The blood count and urinalysis were 
essentially normal. 

A vitamin A concentrate of 25,000 units, given three times daily, has been of 
no benefit. Hormones have not yet been tried. 


DISCUSSION 


Dr. W. H. GoECKERMAN, Hollywood, Calif.: The last case interests me more 
than anything I have observed in years but not because it was called “Sjogren’s 
syndrome,” since I do not know whether that means anything. If the patient came 
into my office and told me of the dryness of her mucous membrane, I would not 
know how to approach the case. I went further into the history and talked at 
some length to the patient. She told me that she does not know if she has any 
coldness in her fingers. Her friends have told her that her hands are cold. I saw 
that she had a peculiar sort of erythematous livid condition of her fingers. There 
is a definite vasomotor disturbance, secondary disturbance of nutrition to the 
finger nails. My first thought would be to give her estrogen. I think it is not 
uncommon to see vasomotor disturbance in those along in years, even up into the 
seventies, as the result of endocrine imbalance. I should like to suggest that a 
systematic effort be made to give estrogen therapy in this case under whatever 
name you may call it. This is to me a mild disturbance which we frequently see 
for years following the menopause. 

Dr. SAMUEL Ayres Jr., Los Angeles: Perhaps there is some disturbahce in 
the involuntary nervous system. Pilocarpine, 1/20 to 1/10 grain (3 to 6 mg.) three 
times daily, might affect the stimulation of the salivary glands and perhaps will 
stimulate the production of tears. 
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Dr. H. V. Attincton, Oakland, Calif.: This is the third patient whom I have 
recently seen with the complaint of dryness of the mucous membranes of the eyes, 
nose and mouth. This problem has been discussed in the American literature by 
ophthalmologists more than by dermatologists (MacLean, A. L.: Sjogren Syn- 
drome, Bull. Johns Hopkins Hosp. 76:179-191 [May] 1945; Freedman, B., and 
Gerrard, H.: Sjogren’s Syndrome Treated with Stilbestrol, California and West. 
Med. 64:31 [Jan.] 1946) ; deRoetth, A.: Hypofunction of the Lacrimal Gland and 
the Sjégren’s Syndrome, Lancet 65:423-425 [Dec.] 1945). It has been reported 
as occurring in women after the menopause. It has usually been associated with 
other diseases, especially arthritis or focal infection. In some patients there has 
been a swelling of the salivary and lacrimal glands early in the course of the 
disease, with atrophy later. The changes in the eyes may be marked, sometimes 
progressing to a severe keratitis and corneal erosions. 

Vitamin A deficiency has been suspected, and administration of vitamin A has 
been reported as helping in some cases. It made no difference in this patient and 
in 1 other whom I have seen. 

Because of its association with the menopause, an endocrine background has 
been suspected, and the administration of stilbestrol has been reported as helping 
temporarily. 


Scleroderma Circumscriptum and Morphea Guttata. Presented by Dr. 
CuHarLes W. McNirt, Reno, Nev. 


Localized Scleroderma. Presented by Dr. Frances A. Torrey. 


Scleroderma? Diabetes Mellitus. Syphilis of the Central Nervous Sys- 
tem? Presented by Dr. Juttan C. Lunsrorp, Oakland, Calif. 


Scleroderma. Presented by Dr. Davin Bonr (by invitation). 
Scleroderma. Presented by Dr. Davin Bour (by invitation). 
Poikiloscleroderma with Calcinosis. Presented by Dr. Frances A. Torrey. 


Calcinosis Cutis. Presented by Dr. Hiram E. MItter. 


DISCUSSION 


Dr. WALTER R. NickEL, San Diego, Calif.: The case of a single lesion on the 
back (localized scleroderma, presented by Dr. Torrey) I think is a case of lichen 
sclerosis et atrophicus. There is definite plugging in the central portion of the 
lesion. The condition of the man with stiffness of his hands and forearms I would 
say resembles more closely acrosclerosis. There is typical sclerosis of the “V” 
of the neck area, along with inability to open his mouth fully or produce wrinkling 
of the forehead. 

Dr. D. E. H. CLEvELAND, Vancouver, B. C.: Are there any further suggestions 
as to treatment? In 1 case of acrosclerosis and scleroderma I have used 150,000 
units of calciferol (vitamin D2) daily. The patient thinks he is better, but I do not 
think he is. 


Dr. Netson Paut ANnperSON, Los Angeles: Etamon chloride® (tetraethyl 
ammonium chloride), a new drug produced by Parke, Davis and Company, is being 
used at the University of Michigan for peripheral vascular disorders. It is 
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supplied for experimental use only. At the University of Michigan they have 
used it in this group of peripheral vascular diseases, including Berger’s disease. 
In 1 personal case of Raynaud’s syndrome with scleroderma-like changes in the 
skin, together with definite ulceration and impending gangrene, I felt that amputation 
would be required shortly. The patient improved after therapy with this new 
drug, and the affected digits apparently have been saved. Persons so treated 
should not drive a car for several hours as there is prompt interference with visual 
accommodation. While I do not feel that this drug by any means solves the 
problem of peripheral vascular disease, yet it is to be considered for use in persons 
who have ulceration, impending ulceration or early gangrene of digits. 

Dr. Norman N. Epstein, San Francisco: In the case of generalized sclero- 
derma (presented by Dr. Bohr) the condition was severe when the patient first 
came into the clinic. It was so severe that he could hardly open his mouth. He 
was given artificial fever therapy. With this, he improved. A second patient 
came in at the same time with a condition which was almost identical and was 
also given fever therapy. This woman did not improve. We have not tried fever 
therapy in many cases, but I think it has benefited that man. Certainly, it increased 
the basal metabolism and increased the blood flow to the skin. I think it is worth 
while to try the artificial fever therapy, once a week for ten weeks, in cases of 
this type. 

Dr. FRANKLIN I. Batt, Hollywood, Calif.: With regard to the diagnosis of 
scleroderma in a patient who is diabetic (case presented by Dr. Lunsford), if this 
is an instance of scleroderma, it is certainly not the usual picture which one expects 
to see. I was much more impressed with the possibility that this was an instance 
of degeneration of the connective tissue elements of the skin, possibly amyloidosis 
cutis. 

Dr. W. H. GorcKERMAN, Hollywood, Calif.: I am interested in that woman 
whose lesions were essentially unilateral (case presented by Dr. McNitt). I would 
suggest the diagnosis of lichen albus. For years there has been discussion as to 
whether lichen albus belongs to the lichen planus group. We got away from that 
conception, but where it does belong I do not know. I still hold that lichen albus 
is a disease entity, not of the same nature as any form of scleroderma or of lichen 
sclerosis et atrophicus. The cause is entirely obscure. 

Dr. WALTER R. NickeEt, San Diego, Calif.: There is no evidence of lichen 
sclerosis et atrophicus in the girl. The upper layer of the corium showed typical 
sclerosis, with atrophy of the appendages, without the homogenized edematous 
character of lichen sclerosis. I think it is a pure case of unilateral scleroderma. 

Dr. Rees B. Rees, San Francisco: I agree with the last speaker. 

Dr. CHartes W. McNirt, Reno, Nev.: I believe this interesting group might 
well form a small symposium on so-called scleroderma. I should like to invite you 
away from the use of that term entirely. There will come a time when we will 
all agree with the conclusions made by Goetz in the “1945 Year Book of Derma- 
tology and Syphilology” that this type should be called multiple progressive 
systemic sclerosis. He does not think that we should call it scleroderma. Other 
interested workers bore out the vascular factor and called it angiitis. Some day 
we may say that Raynaud’s disease and dermatomyositis belong in the same 
group. I am willing to admit my ignorance, but I think we should take that 
broad view. In 1928 Allen, in the Arcuives, described the same morbidity, 
edema, cellular infiltration, fibrosis and subcutaneous atrophy in the skin in 
scleroderma, in dermatomyositis scleroderma and in dermatomyositis, and stated 
that in all there are the same prodromal symptoms, frequent history of rheumatism, 
rheumatic fever and other evidences of focal infection, which relates them closely. 
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The types presented today run the gamut of scleroderma types, except for 
the “cardboard” form. Scleroderma circumscriptum may be found with a wide- 
spread or general distribution and should not be classed as “localized.” Also, 
diffuse scleroderma requires a better term than generalized scleroderma, as it is 
often confined to places such as the hands, forearms, feet and legs or face and 
neck. The use of “white spot disease” has largely been given up, because it led 
to confusion between lichen sclerosis et atrophicus and morphea. 

The woman of 27 years of age (presented by Dr. McNitt) in whom there 
was a relatively gradual onset of scleroderma is interesting because of the 
possibility of an etiologic endocrine factor associated with her pregnancy. The 
condition is largely limited to one side. She was found to have apical abscess 
of the second molar and an impacted wisdom tooth. They should be cared for. 
These patients often improve greatly after focal infection has been removed. She 
has had no history of exposure to arsenic. While the condition originally 
progressed steadily, with greater and greater spread of the lesions, she has 
improved on the following medication: thyroid extract, 3 grains (0.2 Gm.) daily, 
150,000 units of vitamin A and a pancreatic extract in the form of padutin.® 

To my mind this case is definitely one of scleroderma and morphea guttata. 
Histologically, the atrophic epithelium and the hypertrophic collagen bundles 
characteristic of scleroderma are present. The picture of lichen sclerosis et 
atrophicus is not present. 


Dr. Hiram E. Mitter, San Francisco: I think it should be pointed out that 
in the case presented by Dr. Bohr (S. W.) sympathectomy was done without any 
benefit. I should like to state also that the large biopsy scar was the result of 
the surgical removal of a large piece of tissue for chemical studies. 

In the case presented by Dr. Torrey as one of poikiloscleroderma with 
calcinosis there is no doubt about the diagnosis. It was presented here at the 
last meeting in 1939. 

In my patient, unfortunately, all the lesions were excised except one on the 
left knee. In both instances calcinosis cutis was of circumscribed variety. 


Ervin Epstein, M.D., President 


Frances M. Keddie, M.D., Secretary-Treasurer 
March 21, 1947 


Recalcitrant Pustular Acrodermatitis of the Hands. Presented by Dr. 
J. M. Reap (by invitation, for Dr. Ortro E. L. Scummnt). 


Erythema Perstans. Presented by Dr. Harry J. TEMPLETON. 


Hansen’s Disease. Presented by Dr. J. M. Reap (by invitation, for Dr. Orro 
E. L. Scoot). 


Basal Cell Epithelioma, Morphea-Like Sclerosing Type in the Nasolabial 
Fold. Presented by Dr. Frances A. Torrey. 


Lichen Sclerosus et Atrophicus of the Female Breast. Presented by Dr. 
Arne E, INGELS. 
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Pityriasis Rubra Pilaris of Nine Months’ Duration in a Woman 62 Years 
of Age. Presented by Dr. Frances M. KeEppie. 


Dermatomyositis. Presented by Dr. J. M. Reap (by invitation, for Dr. WILLARD 
M. MEININGER). 


O. McC., a 26 year old white American housewife, has had frequent sore 
throats and earaches since the age of 15 years. She had taken sulfonamide drugs 
and penicillin frequently in the past three years. One and a half years ago she 
first noted muscle stiffness in her arms, legs and neck, which was not associated 
with any infection of the upper part of the respiratory tract. About four months 
ago the stiffness became worse and gradually increased to cause almost complete 
invalidism. Cutaneous swellings. appeared, and the skin became tight and hard 
and sensitive to heat and to touch. The facial edema and difficulty in swallowing 
began three weeks ago. 

Numerous erythematous plaques and patches are seen on her trunk and the 
proximal portions of her extremities. A brawny induration of the muscles seems 
to attach them to the overlying skin. 


The results of a urinalysis and a hemogram were normal. The result of the 
heterophil agglutination test was normal. The serologic reaction for syphilis was 
negative. The roentgenograms of the chest, elbows and hands revealed no abnor- 
malities. The chemical content of the blood per hundred cubic centimeters was: 
cholesterol 250 mg., calcium 10 mg., inorganic phosphorus 4.2 mg., total 
proteins 6.0 mg., albumin 4.4 mg. and globulin 1.6 mg. The basal metabolic rate 


was +13.6 per cent. 

A section of the epidermis and a bit of adjacent muscle showed occasional small 
collections of lymphocytes about small arterioles, but no eosinophils and no evidence 
of tissue destruction or involvement of the arteriolar walls. The diagnosis was 
focal, chronic myositis and chronic, mild dermatitis. 


DISCUSSION 


Dr. Frances M. Keppie: I would like to suggest the diagnosis of periarteritis 
nodosa. The patient has had episodes of diarrhea, but none of the stools was 
bloody. These were often accompanied with fever for about four days. She has 
been receiving sulfonamide drugs intermittently during that period. There are 
nodules on the ulnar aspect of the right forearm which might be compatible with 
a diagnosis of periarteritis nodosa. This seems to belong in that group of cases 
in which Rich and his associates were doing experimental work on rabbits. Rich 
administered horse serum to the rabbits and also gave sulfonamide drugs and was 
able to produce the lesions of periarteritis nodosa. A biopsy of one of these 
nodules on the patient’s arm might confirm this diagnosis. 

Dr. Harry E. ALpErsSON: It would be unusual for a person with periarteritis 
nodosa to survive after three years. 

Dr. Frances M. KeppiE: More cases of chronic disease are being recognized 
now. 

Dr. Ervin Epste1n: Dermatomyositis, periarteritis nodosum, scleroderma and 
disseminated lupus erythematosus may be classified in a single group. There is 
considerable overlapping between these entities. It is often difficult to separate 
these conditions clinically. 

Dr. WiLtarp M. MEININGER: The onset and course of this condition were 
characteristic of dermatomyositis. The patient first noticed stiffness in her legs, 
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areas of erythema on the trunk and proximal portions of the extremities and 
puffiness of the face and ankles. Muscle biopsy showed mild dermatitis and 
myositis. 

I want particularly to get suggestions as to treatment. The patient has had 
reactions to drugs in the past. I thought that the condition was fairly closely 
related to scleroderma and gave her an insulin-free pancreatic extract, but her 
condition is unchanged. 

Dr. Ervin Epste1n: In 1 case of dermatomyositis I have gone through the 
gamut of therapeutic possibilities. I have given adrenal cortical extract, penicillin, 
an insulin-free pancreatic tissue extract, glycine and ephedrine. Now the patient 
is getting fever therapy. The disease does not seem to be improving. 

Dr. GeorcE V. KutcHar: As I recall, particularly in 1 case, pyrotherapy 
was the most effective form of treatment. 

Dr. FREDERICK G. Novy Jr.: My impression is that the cutaneous changes 
fit in better with the diagnosis of dermatomyositis than of periarteritis nodosa. 


Acne Rosacea with Ocular Involvement. Presented by Dr. J. M. Reap (by 
invitation, for Dr. Otto E. L. ScuMupt). 


A. B., a 46 year old married white American woman, was first seen on March 
17, 1945, because of a rash on her face of six to eight weeks’ duration which has 
appeared in the spring and fall for the past eight to nine years. For two weeks 
she has noted photophobia and redness of her eyes. The photophobia has appeared 
every year in spring and fall, at the same time as the rash on the face. She gave 
no history of atopy. 

The erythematous patches and the acneform pustules are confined to the central 
oval of her face. The keratoconjunctivitis is more pronounced in her left eye. 
Treatment has consisted of sulfur-resorcin lotion and riboflavin, 10 mg. three times 
daily. 

DISCUSSION 

Dr. Harry J. TEMPLETON: This process is rather typical of rosacea keratitis, 
which has been described by ophthalmologists as yielding specifically to riboflavin 
therapy. 

Dr. Harry E. Auperson: Naturally one would think of the possibility of 
achlorhydria. It is seen fairly often in rosacea with acne and in the keratitis 
rosacea which this patient presents. 

Dr. Rees B. Rees: The ophthalmologists think that superficial fractionated 
roentgen therapy is of real value in this condition. Perhaps 50 r, unfiltered, once 
a week for several weeks, might be beneficial. 

Dr. Mertin T.-R. Maynarp (San Jose): Along the line of therapy, one 
seems always to have trouble in getting a response. I have a patient, a boy of 14 
years of age, whose mother has had severe rosacea for many years. This boy had 
grown to be 6 feet 4 inches (193 cm.) tall. When I saw him he had severe rosacea 
with large acne pustules and keratitis such as this woman has. I gave him vitamin 
A, 100,000 to 150,000 units, 15 mg. of riboflavin by mouth daily and 5 mg. of 
riboflavin by injection every third day. Within ninety days he was free of all 
symptoms, including the keratitis. I think that this woman should be given active 
therapy along these lines. 
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I was disappointed in the results of treatment with riboflavin and vitamin A 
when I first used them. In the absence of hydrochloric acid in the stomach, they 
have to be given in much heavier doses. The response is always slow. 

Dr. Otto E. L. Scumint: Riboflavin probably is specific for rosacea keratitis. 
Patients respond to injections of riboflavin much better than to the oral admin- 
istration of it. 

Frederick G. Novy Jr., M.D., President 


Frances M. Keddie, M.D., Secretary-Treasurer 
Sept. 19, 1947 


Recalcitrant Pustular Eruption of the Extremities. Presented by Dr. Regs 
B. Rees and Dr. Epwin M. HAMLIN (by invitation). 


Cutaneous Hodgkin’s Disease. Presented by Dr. Frances M. KEppIE. 


O. C., a white woman aged 48, was presented at the meeting of this society 
on Jan. 18, 1947. From a biopsy of a lymph node from the left axilla the diagnosis 
was malignant lymphoma. 


A Case for Diagnosis (Psoriasis? Lymphoma?). Presented by Dr. FRANCES 
A. Torrey. 


Lupus Erythematosus with Dissecting Pyoderma of the Scalp. Presented 
by Dr. Norman EpsteEIn. 


Acrodermatitis Perstans. Presented by Dr. Ropert A. STEWART. 


Vegetative Pyoderma Controlled with Streptomycin. Presented by Lieut. 
Cot. Rosert S. Hicpon (by invitation). 


Pemphigus Vulgaris. Presented by Dr. Rees B. REEs. 


Superficial Epitheliomatosis. Presented by Dr. Grant Morrow. 


DISCUSSION 
Dr. H. V. Attincton, Oakland: In one case I prescribed podophyllin in 
isopropyl alcohol. The patient was asked to use it daily if the reaction was not 
too severe. It could not be applied every day because of irritation and soreness. 
When the reaction became annoying, the patient would interrupt the treatment 
for a few days and then resume it. When I last saw him the lesion had undergone 
involution to a great extent. ¥ 


Urticaria Pigmentosa in an Adult. Presented by Dr. LEo CoLumsus, 
Berkeley. 


Urticaria Pigmentosum. Presented by Dr. Ervin Epstein, Oakland. 


Acrosclerosis. Presented by Dr. Grant Morrow. 


J. M., a white man aged 42, was admitted to the Southern Pacific Hospital in 
August 1947. He complained of dull intermittent pain of two years’ duration in 
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the back of his neck. For two months he has had in the joints of his extremities 
a pain associated with coldness, weakness, swelling and hardening of the skin of 
his hands and feet. In the past two months he has lost 20 pounds (9 Kg.). 

Examination shows the skin of the face, hands and feet to be hardened and 
edematous without pitting. His hands and feet are cold, but the arterial pulses 
of both are good. There is limitation of movement of about 20 per cent of the 
hands and feet. 

The Kahn reaction was negative. The electrocardiogram showed a left axis 
deviation. The blood cholesterol was 256 mg. per hundred cubic centimeters, 
sugar 82 mg., urea nitrogen 8 mg., uric acid 4 mg. and calcium 9.5 mg. Repeated 
blood cell counts were within normal limits except on one occasion when the eosino- 
phil count was 35 per cent. The roentgenograms of the chest, spine and pelvis 
showed no abnormalities. Examination of the feces did not show blood and 
parasites. 

A stellate ganglion block was performed but effected no change. Since Sept. 
3, 1947, seven injections of a pancreatic preparation (padutin®), each of 10 units, 
have made little difference. 

DISCUSSION 

Dr. ARNE E. InNGELS: The combination of padutin® with thyroid should be 
considered. 

Dr. EuGENE OstwaLp: There is a difference between oral and muscular 
administration of padutin.® I believe that the intramuscular administration is by 
far better and more effective. Intramuscular injections can be given without 
any ill effect, and without reaction, once or twice daily for a long period of time. 


Papulonecrotic Tuberculid or Lupus Erythematosus? Presented by Dr. 
RicHarp O. Prarr, San Jose, Calif. 


Unexplained Edema of Nose. Presented by Dr. FREDERICK G. Novy Jr. 


Poikiloderma Vasculare Atrophicans (Jacobi). Presented by Dr. GRANT 
Morrow. 


R. S., a white woman aged 54, born in Austria of Italian parentage, was first 
seen on June 9, 1947. She stated that itching of her arms and legs started six 
months ago and has gradually increased in severity. On the skin of the arms and 
legs are symmetric, round, atrophic, 1 to 3 cm. areas with telangiectasis. The skin 
is dry and scaly. The dermatitis simulates that of roentgen dermatitis. 

Physical examination showed the blood pressure to be 140 systolic and 80 
diastolic. There were no abnormal findings. The blood cell count was within 
normal limits. The Rumpel-Leede test showed increased capillary fragility. The 
treatment has consisted of rutin (vitamin P), 60 mg. three times a day. The 
pruritus has greatly decreased. The Rumpel-Leede reaction is now only slightly 
positive, and the patient feels much improved. 


DISCUSSION 
Dr. EucENE Ostwatp: I would like to call this acrodermatitis chronica 
atrophicans, and I believe that the patient presents rather characteristic changes. 
The skin at the elbows is bluish red, wrinkled and parchment like. 
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Dr. Paut Fasac: 1 agree with Dr. Ostwald that this is a case of acroderma- 
titis chronica atrophicans. The patient was born in Austria, a country where such 
cases seem to be much commoner than in this country. A case of poikiloderma 
vasculare atrophicans of such long standing would resemble a roentgen dermatitis 
and not only show atrophy. 


A Case for Diagnosis (Periadenitis Mucosa Necrotica Recurrens?). Pre- 
sented by Dr. Ervin Epstein, Oakland. 


A Case for Diagnosis (Pigmentation and Atrophy of the Face and Neck; 
Lupus Erythematosus?). Presented by Dr. H. V. Attincron, Oakland. 


Localized Scleroderma. Presented by Dr. ARNE E. INGELS. 


A Case for Diagnosis (Angioma Serpiginosum?). Presented by Dr. H. V. 
ALLINGTON, Oakland. 


Sarcoidosis. Presented by Dr. Ervin Epstetn, Oakland. 


J. C. A., a 27 year old Negro, was first seen on Dec. 16, 1946, because of an 
eruption on his face, neck, elbows, knees, perianal area and penis. The condition 
started with parotitis in January 1943. This was followed by joint pains for which 
he was hospitalized in an Army hospital. Investigation revealed roentgenologic evi- 
dence of enlargement of the mediastinal lymph nodes and parenchymal infiltration 
in the lungs. The tuberculin reaction at this time was reported as “questionable.” 
His electrocardiogram revealed inversion of the T wave in the first lead. While 
he was in the hospital, generalized lymphadenopathy, cutaneous nodules and irido- 
cyclitis developed. Biopsy of a lymph node was said to have showed the histologic 
picture of sarcoid. 


When first seen, nearly four years after the first attack, he presented multiple 
discrete and coalescing nodules in the aforementioned locations. The lesions were 
elevated, firm, nontender and in some instances umbilicated. On the face particu- 
larly, the nodules were grouped around the eyes, nose and mouth. Lesions were 
present on the nasal mucous membrane. There was enlargement of the cervical, 
posterior cervical, supraclavicular, inguinal and axillary lymph nodes. Corneal 
opacities were present. 


The biopsies from the skin and the lymph nodes showed epithelioid tubercles 
without caseation and occasional giant cells in the derma which were considered 
diagnostic of sarcoidosis. 

Numerous blood cell counts gave essentially normal findings. Results of 
multiple urinalyses were normal. Intradermal tuberculin tests elicited negative 
reactions to both the first and the second strengths. Six Kahn tests gave positive 
reactions. One Kolmer test gave a positive reaction; two were doubtful and one 
negative. His wife is being treated for latent syphilis. The total blood proteins 
were 6.9 mg. per hundred cubic centimeters, the albumin being 2.72 mg. and 
the globulin 4.18 mg. Results of six blood calcium tests ranged from 12 to 14 mg. 
per hundred cubic centimeters. Nasal scrapings did not reveal acid-fast bacilli. 
Roentgen studies revealed a few indefinite nodules in the upper lung fields and 
enlarged noncalcified nodes in both hili. Roentgenograms of the hands, abdomen 
and lumbar vertebrae were normal. Electrocardiograms showed diphasic and 
negative T waves in the four chest leads, indicating myocardial damage. 
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Before examination the patient had received treatment, including roentgen and 
penicillin therapy. According to the patient these did not improve the condition. 
Since then he has received promin® (sodium p,-p’-diaminodiphenylsulfone-N,N’ 
didextrose sulfonate) intravenously and locally, vitamin D by mouth, calcium by 
mouth and oxophenarsine hydrochloride intravenously. The eruption has improved 
about 50 per cent in the past nine months. Most of the improvement occurred 
while the patient was receiving intravenous injections of promin.® 


DISCUSSION 

Dr. Ropert C. LorcREN: I agree with the diagnosis and might mention that 
at the Fort Miley Veterans Hospital I have seen 4 cases of sarcoidosis recently. 
One of these cases showed an unusual grouped follicular eruption. Microscopic 
examination of one of these lesions showed the typical tuberculoid infiltration about 
the hair follicles and the sweat glands. This type of eruption is not usually men- 
tioned in the literature as one of the manifestations of sarcoidosis. 

Dr. ARNE E. INGEts: I must say that the case is extremely unusual clinically. 
The lesions had lasted long enough to produce atrophy. I have not seen destructive 
atrophy. Second, I did not see the sections which were presented. Third, I failed 
to see the report of roentgen examinations. I think the case deserves further 
consideration. 

Dr. Ervin Epstern, Oakland: Histologic sections were presented and repre- 
sented classic examples of sarcoid in the skin and in the lymph nodes. As far as 
the roentgen examinations are concerned, the bones and the gastrointestinal tract 
showed nothing unusual. The patient had some enlarged mediastinal glands but 
no involvement of the parenchyma of the lungs. He is about 50 per cent better 
than when first seen. The patient seemed to respond better to promin® than to 
anything else that has been tried. 


Granuloma Inguinale Successfully Treated with Streptomycin. Presented 
by Dr. Paut FAsAt. 


A Case of Osler’s Disease with Hereditary Telangiectasis with Tumerous 
Hemangiomas. Presented by Dr. ARNE E. INGELs. 


Frederick G. Novy Jr., M.D., President 
Frances M. Keddie, M.D., Secretary-Treasurer 
Oct. 17, 1947 


A Case for Diagnosis (Folliculitis Ulerythematosa Reticulata?). Pre- 
sented by Dr. A. A. SMaty for Dr. W. M. MEININGER. 


Generalized Xanthomatosis. Presented by Dr. Franx K. Hatcut, Oakland, 
Calif. 


Multiple Idiopathic Hemorrhagic Sarcoma of Kaposi? Stasis Derma- 
titis? Presented by Dr. Rosert C. Lorcren. 


Dermatomyositis. Presented by Dr. Ervin Epstein, Oakland, Calif. 
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A Case for Diagnosis (Parapsoriasis? Dermatitis Medicamentosa? 
Vitamin A Deficiency?). Presented by Dr. A. A. Smatt for Dr. O. E. L, 
Scumupt, San Mateo, Calif. 


A Case for Diagnosis (Lupus Erythematosus? Senear-Usher Syndrome?). 
Presented by Dr. A. A. Smatt for Dr. W. M. MEININGER. 


A Case for Diagnosis (Xanthoma Sine Diabetes? Necrobiosis Lipoidica?), 
Presented by Dr. ARNE E. INGELS. 


Two Cases of Epithelioma Adenoides Cysticum, in Mother and Daughter. 
Presented by Dr. ARNE E. INGELS. 


N. M., the mother, is 79 years old. She has tumors ranging in size from 
0.5 cm. up to 3 cm. on her chin, face and back. The tumors are light pink or red, 
firm to touch, embedded and not painful. Many of them have a semitranslucent 
appearance. None is ulcerated. There are no café au lait spots. The patient 
gives the impression of average intelligence. The tumorous masses have been 
developing gradually since as far back as she can remember. The patient has 
always been in excellent health. 

A biopsy, performed Oct. 15, 1947, showed epithelioma adenoides cysticum. 

A. B., the daughter, who is 15 years old, shows ill defined nodules densely 
studded on the midline of her face, nose and forehead and on her extremities. 
Some of the nodules have a reddish pink appearance with a capillary design. The 
great mass of them are colorless, firm and waxy in appearance. The front of the 
right thigh shows a partly pedunculated tumor, vivid red and sensitive, but not 
inflamed. 

She has always been healthy, and her intelligence is about average. 

A biopsy, performed Oct. 15, 1947, showed typical epithelioma adenoides 
cysticum. 

DISCUSSION 

Dr. H. V. Auurneton, Oakland, Calif.: I thought both cases very remarkable, 
I did not realize that nodules of the size that the older woman presented occurred 
in this disease. 

Dr. Ervin Epstet1n, Oakland, Calif.: The lesions are similar to those seen in 
tuberous sclerosis and adenoma sebaceum. It is often brought out in discussions 
that these diseases are related. 

Dr. ARNE E. INGExtS: The lesions are not unlike those of tuberous sclerosis, 
without the typical sclerosis. The accepted name for the cutaneous lesions is epi- 
thelioma adenoides cysticum. Sections which I expected to be ready were not. 
I have seen cases in which microscopically the nerve elements were interspersed 
with the usual elements and collagen. The very unusual tumor formation which 
you see in this case I have seen many times previously. 


A Case for Diagnosis (Leukemid? Purpura Urticans?). Presented by 
Dr. A. A. Smatt for Dr. O. E. L. Scumint, San Mateo, Calif. 


E. J., a 46 year old housewife, was well until June 1947, when she began to 
have weakness, soreness of her mouth and some purpuric spots on her extremities. 
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In August 1947 she had severe vaginal bleeding which required six transfusions 
of blood. Anemia, pronounced leukocytosis and early myeloid forms were noted in 
the peripheral blood. 

On entry to the Women’s Medical Ward, Stanford University Hospitals, 
Aug. 27, 1947, she felt well; mucous membranes were clear and pale, and the skin 
showed isolated red papules, 5 to 6 mm. in diameter, with central pustules. These 
red papules had an indurated base and were located on the right side of her neck, 
under the chin, in the right axilla and on the anterior aspects of both thighs, 
where some evidence of old ecchymoses was visible. She had palpable inguinal 
nodes, a 1 cm. firm node in the middle of the posterior cervical chain on the left 
and palpable supraclavicular and axillary nodes. The edge of the liver was pal- 
pable 1 fingerbreadth below the right costal margin; the spleen was not felt. She 
had vaginal bleeding. At that time the red blood cells numbered 2,900,000; -hemo- 
globin was 48 per cent; there were 54,000 white blood cells, with 30 per cent 
myeloblasts and 20 per cent myelocytes, and there were 81,000 platelets. A sternal 
puncture showed many myeloblasts and myelocytes, with a few erythroid elements. 

On September 4, the uterus was packed with radium (2,400 milligram hours), 
and the vaginal bleeding stopped. 

By September 10, a severe gingivitis had developed, and the patient had a daily 
temperature spike to 40 C. (104 F.). By September 15, a large, tender, purplish 
indurated mass, 10 cm. in diameter, had developed on the right buttock, at the 
site of the penicillin injections, and soon similar areas developed on the left buttock 
and on both arms where the patient had received injections of penicillin and 
morphine. By September 22, the indurated, well marginated swellings on the right 
buttock and the right arm were covered with a brownish black crust; the patient 
had severe gingivitis, with a number of whitish, raised, circumscribed, necrotic 
lesions on the oral mucous membranes, and the liver and spleen were enlarged, 
as were the cervical, axillary and inguinal nodes. 


On October 7, the red blood cells numbered 900,000, the hemoglobin was 21 
percent and the white blood cells numbered 37,200, with 38 per cent myeloblasts. 
By this time the black crust on the right buttock had come away, leaving a brown, 
indurated, well epithelized plaque underneath it. The purplish areas on both arms 
had gradually become red at the center, and the advancing margins were still 
indurated and elevated about 7 mm. above the surrounding skin. These plaques 
were hot and pitted on pressure. A biopsy specimen was taken from this lesion 
on October 10, with much oozing of edema fluid and blood, which was controlled 
with oxycel® gauze and pressure bandages. 

On October 11, the blood showed a definite shift toward older forms in the 
myeloid series. The platelet count was 72,000. On the right forearm in the region 
of the elbow there developed a new raised, purplish, hot area which has been gradu- 
ally spreading down the forearm the past week, until it is now about 10 by 12 cm. 
There is some scaling of the older part of the lesion, and there the purple coloring 
is giving way to a pinkish hue. The advancing margin is a slate gray, with 
numerous purple petechiae. The mouth has gradually cleared of lesions. The 
lesions on the arms, while still well marginated and tense, have become brown 
and nontender. Her temperature has come down, and the patient is brighter. 

On October 15, the white blood cell count was 90,000, with an increasing 
percentage of mature forms; the packed cell volume was 16 mm.; the bleeding 
time was 7!4 minutes, and the clotting time (capillary tube), 214 minutes. 

Treatment has included administration of pentobarbital sodium, codeine, seconal,® 
acetylsalicylic acid, morphine and penicillin troches; injection of penicillin in oil 
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and wax U. S. P., 300,000 units daily, from August 27 to 31, and of aqueous 
penicillin from September 9 to 20; administration of pyridoxine, and numerous 
blood transfusions. At present cold packs are being placed on the tender plaque 
on her right forearm. 

Examination of the sections showed large primitive cells resembling large 
macrophages. 

DISCUSSION 

Dr. Rees B. REEs: I should suggest ecchymosis of the type often seen in 
leukemia, although histologically there was no definite leukemic infiltration. 

Dr. Harry J. TEMPLETON, Oakland, Calif.: The diagnosis, I think, is very 
clear. There is leukemia with hemorrhage into the skin. I should like to discuss 
this case from the standpoint of a possibly valuable new therapy, helpful to my 
associates and me in a single case. A couple of years ago there was referred to 
us in Oakland a patient with chronic myelogenous leukemia; the diagnosis was 
proved by an internist and a hematologist. Blood counts going back a number of 
years showed that the case was a rather typical one. Generalized erythematous 
dermatitis, which became extremely severe, developed. The patient had had about 
every type of orthodox therapy, without benefit. I had read an abstract at about 
that time in which colchicine had been pointed out as having something to do with 
the cell mitosis. It is used by planters for treatment of seeds of plants and 
seedlings of plants, whereupon certain changes result in the production of entirely 
new varieties of the plants. 

We gave this patient colchicine, 1/100 grain (0.5 mg.) tablets, every three to 
four hours to the point of tolerance, that is, until the patient got nausea, abdominal 
cramps and diarrhea. At that time the dosage was dropped to one or more tablets 
a day, the number depending on how well the drug was tolerated. The cutaneous 
lesions began to improve and then disappeared after the patient had taken colchicine 
for two months. About two weeks ago, at my request, Dr. Paul Michael rechecked 
the blood count. He stated that the man still had the hematologic picture of 
myelogenous leukemia, but that something had happened; there was a decided 
improvement in the blood picture, with less immature cells and more approach to 
maturity in the cells. 

Drs. Lunsford, Allington and I have been seeking more cases of that sort. 
Through the kindness of Dr. Torrey several patients showing lesions of the 
lymphoblastoma group have been started on colchicine treatment at the University 
of California Clinic. 

Dr. Frances A. Torrey: At the present time I do not feel that my asso- 
ciates and I have anything definite to report. We have 3 cases diagnosed as 
mycosis fungoides. One of them we have been following for a long time. Biopsy 
of the skin in each confirmed the diagnosis. The patients in 2 cases have been 
able to tolerate colchicine in a dosage of 1/100 grains three times a day. But so 
far there has been no definite improvement. However, because of the characteristics 
of the disease, I think it is too soon to give a report. 

Dr. Harry J. TEMPLETON, Oakland, Calif.: At my request Dr. Leslie Smith 
of El Paso, Texas, started treating a patient with a lymphoblastoma with colchicine. 
This patient responded dramatically at first, and then the condition apparently 
flared up. The dose was increased, and I am waiting to hear Dr. Smith’s report 
of the outcome. 

Dr. James R. Drake: I should like to ask Dr. Templeton whether he is 
interested in using colchicine in treatment of other diseases of the lymphoblastoma 
group. 

Dr. Harry J. TEMPLETON, Oakland, Calif.: Yes. 
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